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ABSTRACT
In recent years, there have been a few reports o f the relationship between eating
disorders in mothers and the psychological adjustment o f their children. Most o f these
reports have been based upon anecdotal case studies, however a wide range o f
prenatal, perinatal, and postnatal complications, including behavioral and feeding
difficulties in children of these mothers has been described. This study advanced
research in this area by incorporating both normal and depression comparison groups.
The relationship between group membership o f 65 mothers and responses on several
child and parent dependent variables was evaluated by having mothers complete selfreport measures. Overall it appears that mothers with eating disorders do not have
children who evidence significant eating and behavioral difficulties in early to late
childhood, though these mothers described experiencing a high rate of pregnancy and
birth complications, high parenting stress, and symptoms of clinical depression.
Significant behavior problems were, however, identified in children o f mothers in the
depression group. Results are discussed in light o f protective factors (i.e.,
socioeconomic status, social support) which may have buffered the effects o f maternal
psychopathology in children o f mothers with eating disorders, given that mothers in the
depression group reported lower social support and parental satisfaction when
compared with mothers in the other groups. Studies to replicate these findings will be
needed to clarify the relationship among potential mediating factors.

v
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INTRODUCTION
The prevalence of eating disorders in western societies appears to be on the rise
(Hoek, 1995) with prevalence estimates currently between .1% and 5% of the general
population (Williamson, Sebastian, & Vamado, 1995). Therefore, the number o f
children who are reared by mothers with an eating disturbance is also presumably
growing. The adverse effects of a mother’s eating pathology on her children has been
explored to some extent, however the majority o f published studies are anecdotal case
reports (Franko & Walton, 1993; Honjo, 1996; Woodside & Shekter-Wolfson, 1990).
In fact, only three controlled studies of psychopathology in these children have been
published (Evans & le Grange, 1995; Stein, Stein, Walters, & Fairbum, 1995; Stein,
Woolley, Cooper, & Fairbum, 1994). Published studies suggest that medical and
psychological difficulties may occur at a higher frequency in children bom to mothers
with an active or past history o f anorexia or bulimia nervosa (Brinch, Isager, &
Tolstrup, 1988; Franko & Walton, 1993; Stein et al., 1994).
Studies o f children of mothers with eating disorders have been emerging over
the past 10-15 years. More rigorous research which employs empirically-based
assessment and control group comparison are needed to clarify the relationship
between eating pathology in mothers and behavioral, psychological, and feeding
difficulties in their children. There is good evidence that psychiatric disorders in
parents interfere with parenting capability and child development and places children at
significant risk for the development of conduct disorder, aggressive behavior, major
depression, anxiety disorders, poor physical health, difficult temperament, and deficits
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in social and academic competencies (Dodge, 1990; Downey & Coyne, 1990; Fendrich,
Warner, & Weissman, 1990; Rutter, 1989; Stein, 1995). Given the high comorbidity of
depression, anxiety, marital distress, and social insularity, as well as the disruption in
daily life often found in those with eating disorders (Kaye, 1995; Stein, 1995; Stein &
Fairbum, 1989; Williamson, 1990), it is expected that parenting and child development
might be impaired in families o f mothers with eating disorders. Extensive time and
communication are involved in childrearing. Also, feeding on the part of the mother
within the first few months to years o f the child’s life is a way in which much
communication occurs between mother and child (Stein, 1995). The effects of a
mother’s eating disorder on her children is suspected to have both specific (e.g.
eating/weight difficulties) and nonspecific effects, though some parents with eating
disorders seem to manage well and report no maladjustment in their children (Stein,
1995).
Prenatal. Perinatal, and Postnatal Medical Complications
Though not widely explored, medical complications surrounding prenatal,
perinatal, and postnatal development have been documented to be higher than would be
expected in children of mothers diagnosed with anorexia and bulimia nervosa (Brinch
et al., 1988; Franko & Walton, 1993). For example, reported complications during
pregnancy and delivery in case reports have included: failure of the mother to gain
adequate weight during gestation, hyperemesis, spontaneous abortion, higher rates of
prenatal and perinatal mortality, breech delivery, and higher rates o f premature delivery
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(Brinch et al., 1988; Franko & Walton, 1993; Lacey & Smith, 1987; Stewart, Raskin,
Garfinkel, MacDonald, & Robinson, 1987).
The pregnancy weight curve o f those with anorexia nervosa, restricting type,
has been reported in case studies to resemble weight gain o f a normal pregnancy,
however initial weight and total weight at delivery were considered subaverage (Namir,
Melman, & Yager, 1986). In one o f the three controlled studies reported to date, Stein
et al. (1994) found infant weight to be independently and inversely related to degree o f
maternal concern with her own body shape and conflict during meals. However, no
differences between the control and eating disorder groups were found on scores from
standardized assessment o f child development (Stein et al., 1994). Brinch et al. (1988)
reported the rate of infant prematurity and prenatal mortality in case reports o f mothers
with anorexia nervosa to be two and six times the expected rate, respectively. Results
of studies in this area have been inconsistent with some samples o f children o f these
mothers having no elevated incidence of birth defects (Franko & Walton, 1993) and
mothers with eating disorders functioning well during pregnancy and the postpartum
period (Brinch et al., 1988).
Subaverage fetal and infant weight and growth, while not clearly documented in
this group, can be critical to later development. In general, moderate malnutrition
throughout pregnancy or more significant nutritional deficiency later in pregnancy
usually leads to altered growth o f the placenta and fetus. In cases o f prenatal
malnutrition, size and weight o f all body organs, including the brain, is often below
normal (Spreen, Risser, & Edgell, 1995). In cases o f maternal malnutrition during
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pregnancy, ongoing postnatal brain development may be affected in areas o f the brain
showing maximal velocity o f growth during the time o f prenatal malnutrition (Spreen et
al., 1995).
Given advances in modem perinatal care, low birth weight and preterm birth are
no longer definite risk factors for abnormal development, however complications in
pregnancy, delivery, and postnatal status which are often associated with prematurity
significantly increase the chance of abnormal child development (Spreen et al., 1995).
If maternal fetal and placental systems are not functioning optimally, as may be the case
in mothers with active eating disorder symptoms given that nutritional status may be
compromised, risk of impairment is heightened. Preterm delivery is often indicative of
dysfunction in one o f these systems (Spreen, et al., 1995). Prenatal, perinatal, and
postnatal complications have been associated with problems in child developmental,
however biological and environmental factors may interact to predict the outcome of
prematurity (Spreen et al., 1995). Als, Duffy and McAnulty (1988) reported preterm
birth status (i.e., gestation less than or equal to 37 weeks) to be associated with more
behavioral difficulties at birth and at two weeks of age when compared with full term
status, even when there were no other medical complications. Behavioral difficulties
have also been identified in full term, but underweight infants (Als, Tronick, Adamson,
& Brazelton, 1976). Very-low-birth-weight (e.g., 2 or more standard deviations below
average weight, less than 1.5 kg.) has been reported to be associated with long-term
difficulties in cognitive, sensory, social, and physical development in children up to age
14. Increased risk for developmental disorders, learning disabilities, hearing
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impairment, and visual impairment, among other complications, were reported in one
large sample of children with very-low-birth-weight (Franko & Walton, 1993; Hunt,
Cooper, & Tooley, 1988; Spreen et al., 1995). When very-low-birth-weight infants
with perinatal birth failure and subnormal head circumference at eight months of age
are evaluated at eight years, cognitive functioning, academic achievement, and behavior
are noted to be unpaired (Hack, Breslau, Weissman, Aram, Klein, & Borawski, 1991).
An association between maternal psychopathology and failure-to-thrive (FTT), defined
as previously normal childhood weight which falls below the fifth percentile, has also
been found (Polan et al., 1991). In a controlled study in which mothers of children
diagnosed with FTT were evaluated using structured clinical interviews, a higher rate
of maternal affective disorders, personality disorders, and comorbidity of the two was
found in mothers o f children with FTT versus controls (Polan et al., 1991).
Postnatal medical complications in case studies o f children o f mothers with
eating disorders have included hypertension, cleft palate, hydrocephalus, delayed
development, low birth weight, abnormal head circumference, below average length,
diminished growth hormone secretion, failure to thrive syndrome (i.e., insufficient
weight gain, impaired well-being, and eating problems), renal failure, low Apgar scores,
child respiratory distress, and death in some cases (Brinch et al., 1988; Franko &
Walton, 1993; Hodes, Timimi, & Robinson, in press; Lacey & Smith, 1987; Stewart et
al., 1987; Strimling, 1984; van Wezel-Meijler & Wit, 1989). Apgar scores (Apgar &
Beck, 1972) are ratings o f babies at birth which range from 0 to 2 on each of five vital
signs: Appearance/Coloring, Pulse, Grimace/Reflex Irritability, Activity, and

5
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Respiration. Apgar ratings are typically made at one and five minutes after birth.
Infants with Apgar scores o f six or below are typically in need of immediate medical
attention and considered to be at risk for further complications (Apgar & Beck, 1972)
which highlights the seriousness o f low Apgar scores in children of mothers with eating
disorders.
Improvements in maternal eating disorder symptoms during pregnancy have
been documented in a few cases, though symptoms frequently return, in some instances
at greater severity, following delivery o f the child (Lacey & Smith, 1987; Namir et al.,
1986). Based on findings from anecdotal reports, body image distortion may also be
magnified during the course of pregnancy (Lacey & Smith, 1987). Despite
improvements in symptoms during pregnancy in a small sample o f women with bulimia
nervosa, a higher rate o f obstetrical complications and fetal abnormalities than would
be expected were reported (Lacey & Smith, 1987). Further, in another uncontrolled
study, some mothers with bulimia nervosa who were symptomatic at conception gained
significantly less weight and had children with significantly lower birth weights and
significantly lower five-minute Apgar scores as compared with women with active
eating disorders at conception. Apgar scores o f children o f mothers with bulimia
nervosa were also significantly lower than the Apgar scores of children o f mothers with
anorexia, restricting type (Stewart et al., 1987). In contrast to the findings of Brinch et
al. (1988), the women who were symptomatic at conception in this study tended to
report a worsening o f symptoms or psychological difficulty during pregnancy and the
postpartum year. In addition, two of the seven women in this study who were
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symptomatic at conception were hospitalized during their pregnancy for disordered
eating. Conversely, those diagnosed previously with bulimia nervosa and anorexia
nervosa, restricting type, but with symptoms in remission at conception had better
pregnancy outcomes (Stewart et al., 1987). In sum, all o f the pregnancy and delivery
complications reported by Stewart et al. (1987) occurred in women with active eating
disorders at conception. In another uncontrolled study, pregnancy in those with a BMI
less than 19 was associated with a higher than normal frequency of spontaneous
abortion and low birth weight (Abraham & Llewellyn-Jones, 1995). It has been
suggested that mothers with bulimia nervosa, versus those with anorexia nervosa, have
fewer pregnancy and delivery complications, possibly related to the low body weight
characteristic o f anorexia nervosa (Abraham & Llewellyn-Jones, 1995; Woodside,
Shekter-Wolfson, Brandes, & Lackstrom, 1993). In summary, anorexic and bulimic
behaviors during pregnancy may adversely impact maternal, fetal, and infant health.
Feeding and Eating Difficulties
Intense maternal preoccupation with eating and weight-related issues may
conflict with the desire of mothers to feed and nurture their babies (Abraham &
Llewellyn, 1995). A handful o f case studies have found that mothers with eating
disorders may provide insufficient nutrition to their children. Four of twenty mothers
with bulimia nervosa were noted in one study to avoid giving their babies
carbohydrates. In this study, five o f twenty mothers also prevented their babies from
having sweets and two of the twenty mothers provided a vegetarian diet to their child
(Lacey & Smith, 1987). It is believed that this undemutrition is attributable to the
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mothers’ excessive concern with her own weight and the weight o f her child (Franko &
Walton, 1993; van Wezel-Meijler & Wit, 1989). In one study o f seven children from
three families, the offspring of mothers with disordered eating were determined to be a
high risk group for undemutrition and growth stunting, though the offspring showed
improvements in growth following refeeding (van Wezel-Meijler & Wit, 1989).
Improvements in height and weight in one malnourished child following medical
attention were met with the mother’s disgust in regards to the quantity o f the child’s
food intake (van Wezel-Meijler & Wit, 1989). Both undemutrition and psychosocial
stress were thought to be related to observed stunting (van Wezel-Meijler & Wit,
1989). Based on informal observational data, it was suggested that undemutrition was
the result of maternal underfeeding and that mothers with eating disorders may
underestimate their child’s dietary needs, not recognize, and not respond to hunger
signals in their children. Some uncontrolled studies have reported that mothers with
eating disorders were frustrated by their child’s eating habits (e.g., not eating some
foods, not eating enough) and expressed a fear of inadequate food intake or fear of
excessive weight gain and fatness in their children (Hodes, et al., in press; Honjo, 1996;
Namir et al., 1986; Stein & Fairbum, 1989; van Wezel-Meijler, & Wit, 1989). In one
case, a mother complained of her child’s overeating, however the child was of
subaverage height and weight and appearing malnourished (Honjo, 1996). It has been
documented that mothers with bulimia nervosa were attempting to slim their babies
within the first year of the child’s life (Lacey & Smith, 1987). Conversely, in a
controlled study conducted by Evans and le Grange (1995), mothers with eating
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disorders accurately perceived and indicated being satisfied with their child’s body size
on a child body estimation task using silhouette pictures.
Evans and le Grange (1995) described mothers who experienced distress in
relation to preparing food for and eating with their children, fearing the onset o f a binge
episode. There are case reports o f mothers with bulimia nervosa who restricted the
availability of food in their homes in order to control their own food intake (Fahy &
Treasure, 1989; Stein & Fairbum, 1989). Mothers diagnosed with eating disorders
were found to be more likely to schedule feed their children, versus feeding them on
demand as was more common in the control group. Mothers with eating disorders
reported feelings o f frustration when their child was hungry outside o f a scheduled
feeding (Evans & le Grange, 1995). In the controlled observational study by Stein et
al., (1994), mothers with eating disorders were observed to be more intrusive and to
make more critical remarks to their children at mealtime than mothers in the control
group. In general, symptoms o f parent psychopathology may be so time-consuming
that they interfere with feeding, caring for, and attending to the child (Dodge, 1990)
Eating and mealtime problems are reported to be common in the general
population, including both nonclinic and clinic referred populations o f children. Prior
to the recent inclusion of Feeding and Eating Disorders of Infancy or Early Childhood
as a diagnostic category in the Diagnostic and Statistical Manual for Mental Disorders.
Fourth Edition (DSM-IV; American Psychiatric Association, 1994), there was no clear,
nationally defined criteria for eating-related difficulties in children. As a result,
prevalence o f specific eating problems in young children is not well-documented
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(Chatoor, Hirsch, & Persinger, 1997; Marchi & Cohen; 1990). Child eating difficulties
have been referred to in a heterogeneous fashion, including terms such as failure to
thrive, picky eating, food refusal, food phobia, and food aversion (Chatoor et al.,
1997). Estimates of these problems are between 6% and 40% for nonreferred and up
to 35% for children referred for nutritional guidance (Hertzler, 1983a; Palmer,
Thompson, & Linscheid, 1975). Feeding problems are also described as occurring in
25% of normally developing infants and 35% o f infants with developmental delay
(Chatoor et al., 1997). Prevalence o f feeding difficulties was found to remain stable
over four years in one sample (Chatoor et al., 1997). Marchi and Cohen (1990)
reported the prevalence o f picky eating in a random sample o f children from 1 to 18
years of age separated into two age ranges to be around 29%. Archer, Rosenbaum,
and Streiner (1991) reported eating and mealtime problems in children between 2 and
12 years o f age to be 1.5 times more common for children referred for assessment o f
eating problems or with developmental or medical conditions which place them at risk
for eating problems versus nonreferred children. In this study, 33% of nonclinic
referred and 56% of clinic referred children were described by their mothers as having
eating problems. In these few reports, it appears that some subgroups o f children may
be at greater risk for developing these feeding problems. The extant literature,
however, includes few empirical studies on the relationship between feeding difficulties
in childhood and maternal eating disorders. The progression from a feeding disorder in
childhood and later development o f an eating disorder is also unclear (Marchi & Cohen,
1990).
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Hodes et al. (in press) identified two cases o f anorexia nervosa in a sample of
26 children o f mothers with either anorexia or bulimia nervosa. Brinch et al. (1988)
found 28% o f a sample o f children (N=88) o f mothers with anorexia nervosa to have
eating problems beyond the first year o f life. Three case reports o f eating and weight
related problems in children o f women with anorexia nervosa were also recently
documented (Scourfield, 1995). Reported eating and weight-related problems of
children were voluntary vomiting, low weight, and preoccupation with food, however
maternal underfeeding and misperception o f child’s eating habits by mothers may
account for some of the reported problems (Scourfield, 1995). In one study, 3 of 22
mothers with bulimia nervosa described their babies to be finicky eaters. Seven of the
22 mothers with bulimia nervosa reported uncooperative mealtime behaviors by their
children (Lacey & Smith, 1987). Stein and Fairbum (1989) described that three of six
children o f mothers with bulimia nervosa displayed failure to thrive despite medical
intervention, severe overweight status, or food refusal, van Wezel-Meijler & Wit
(1989) reported that one o f seven children o f mothers with disordered eating symptoms
developed feeding related problems, including abdominal distention, bile retention, and
vomiting. Most of these estimates are not above that which would be expected based
on the reported base rate o f eating and mealtime problems in children in the general
population (Hertzler, 1983a; Palmer et al., 1975).
Stein et al. (1995) surveyed the eating habits and attitudes of mothers of
children with feeding disorders using control group comparison with mothers of
children with behavior disorders and community mothers. Mothers of children with
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feeding disorders scored significantly higher than community mothers and mothers of
children with behavior disorders on an adult measure of eating disorder symptoms.
Examined more closely, scores of mothers with children having feeding difficulties
were significantly higher from the comparison groups on dietary restraint, bulimia,
concern with eating, and concern with weight as measured by the Eating Disorder
Examination-Questionnaire (Fairbum & Beglin, 1994). No significant differences were
found on any subscale between mothers in the two comparison groups.
In a retrospective study, parents o f 20 women with bulimia were surveyed
regarding pregnancy and eating-related difficulties in their children. Feeding-related
problems (e.g., colic, vomiting, food selectivity) and prematurity were reported for
20% o f women with bulimia, however the authors were quick to point out that that this
rate o f problems may not be higher than that which would be expected in the general
population (Mitchell, Boutacofif, & Wilson, 1986). In an ambitious longitudinal study
(Marchi and Cohen, 1990) of the relationship between childhood feeding and
adolescent eating disorders, over 600 children were followed during a ten year interval
from early childhood to late childhood and adolescence. Risk factors identified for
later development o f anorexia nervosa were picky eating and digestive problems,
whereas pica and problem meals were identified as risk factors for later development of
bulimia nervosa. A positive history for picky eating was identified as a protective
factor for later development o f bulimia. Feeding disorders were found to be
remarkably stable over a ten-year time span.

12
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Development of feeding difficulties has been described as being influenced by
maternal vulnerabilities (e.g., anxiety, insecurity of mother faced with a food refusing
child) and infant characteristics (e.g., temperament, oppositional-defiance). A cycle
may develop in which the mother persists or gives up feeding a difficult child, leading
to a maladaptive eating interaction and decreased chance that the child will develop
internal regulation o f eating (Chatoor et al., 1997).
These results provide evidence from both controlled and uncontrolled studies
that maternal eating and weight related problems may have specific effects upon the
nutritional intake o f their children (Stein et al., 1995). Given the documented
prevalence rate o f eating and mealtime problems o f children in the general population,
it is especially important that base rates be considered when exploring the relationship
between eating-related problems in children and eating disorders in mothers. The
studies reviewed here have not consistently considered base rates when interpreting
results of eating-related problems in study participants.
Other Areas o f Child Psychological Adjustment
Several case reports o f child maladjustment in families o f mothers with eating
disorders are documented. Based on studies o f these children, enuresis, hyperactivity,
avoidant behavior, oppositional defiance, depression, trichotillomania, obsessive
compulsive neurosis, and insecure attachment have been reported (Brinch et al., 1988;
Evans & le Grange, 1995; Hodes et al., in press). Woodside et al. (1993) suggested
that 5 to 12 year old children o f mothers with eating disorders may become a “model”
child to decrease stress in the family system and may have fewer overt behavioral
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problems as compared with teenage children o f these mothers. In general, a wide array
o f individual differences in children’s responses to parental mental illness are expected
and may include responses representing resiliency to the development of psychiatric
illness (Rutter, 1989).
Parenting
Parent effectiveness is likely to be impaired given the psychosocial stress
associated with eating pathology, however limited information has been published
regarding ways in which an eating disorder may impact parenting ability (Woodside &
Shekter-Wolfson, 1990; Woodside et al., 1993). It has been suggested that most, if not
all, psychiatric disorders are associated with parenting difficulty (Dodge, 1990;
Fendrich et al., 1990; Rutter, 1989; Rutter, 1987). There are a few reports of
significant parenting difficulty in families in which one parent has an eating disorder
(Stein, 1995; Woodside & Shekter-Wolfson, 1990; Woodside et al., 1993). Some
mothers with eating disorders have abandoned their children to the care of others likely
because their eating pathology interfered with their childrearing ability (Woodside &
Shekter-Wolfson, 1990). O f five mothers with bulimia nervosa investigated in one
study, three women who binged and purged reported ignoring their child while
engaging in these behaviors (Stein & Fairbum, 1989). Seven o f 22 mothers with
bulimia nervosa described by Lacey and Smith (1987) indicated that they had ignored
their children in the past when preoccupied with self-induced vomiting. Eleven of these
22 mothers indicated that pregnancy and becoming a parent were associated with an
exacerbation o f eating problems. Fifty percent o f this sample reported that feeding
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their babies precipitated a binge episode since they were often unable to discard
uneaten food. In contrast, 50% o f mothers in this sample believed that the presence of
their child served to inhibit binge eating and that this was related to time constraints or
the mothers’ fear that the child would observe maladaptive eating behaviors (Lacey &
Smith, 1987). Tension in the mother-child relationship in some cases is thought to
occur because o f the conflicting demands of childrearing and bulimic behaviors (Fahy &
Treasure, 1989).
One area of recent debate has been on the specific role o f parenting in the
transmission o f psychological disturbance from parent to child. Published studies in
this area have been primarily focused on mothers with depression and their children.
Research has identified depression to be associated with disrupted parenting. Other
factors, such as low tolerance, poor social problem solving, inadequate coping skills,
and marital discord, may serve to mediate the impact of disrupted parenting on children
(Hetherington, Bridges, & Insabella, 1998; Rutter, 1990). Parenting and child
adjustment are reported to remain impaired even when depressive symptoms resolve
(Billings & Moos, 1986; Rutter, 1990). It is speculated that mothers with depression
may be irritable, unavailable, uninterested, or preoccupied, hence they may neglect their
children or model deviant behavior which is then imitated by their children (Cicchetti &
Toth, 1998; Dodge, 1990; Downey & Coyne, 1990). Intuitively, these same processes
may be operating between mothers with eating disorders and their children since
mothers with eating disorders may be equally preoccupied and irritable, however this
hypothesis has not been systematically studied.
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Effects of Parenting Variables on Child Behavior Problems
In addition to maternal eating difficulties, several other risk factors for child
behavior problems have been identified in the published research. Maternal depression,
inadequate social support, stress, and marital discord have been reported (Cohen,
Mermelstein, Kamarck, & Hoberman, 1985; Conrad & Hammen, 1989; Cummings &
Davies, 1994; Grych & Fincham, 1990; Mann & MacKenzie, 1996; McCain, 1995;
Porter & O’Leary, 1980; Webster-Stratton, 1988; Webster-Stratton & Hammond,
1988). In general, it has been said that children from disrupted families have a higher
incidence of psychopathology when compared with those from stable families (Fendrich
et al., 1990).
Maternal Depression. Approximately half of those diagnosed with an eating
disorder also meet criteria for a major depressive disorder (Beumont, 1995). Maternal
depression has been well documented to be associated with higher reports of child
behavior problems (Baumann, Molina, & Pelham, 1996; Cummings & Davies, 1994;
McCain, 1995; Rutter, 1989). Consistent evidence has been emerging over the past
two decades that children of mothers with depression are at a higher risk for a wide
range of psychological maladjustment, and specifically are 2-3 times more likely to have
depression (Dodge, 1990; Hops, 1995). In predictive models, maternal depression has
been found to be a stronger predictor o f child depression, anxiety, and other
psychological disorders than other family risk factors, including marital discord and low
family cohesion. However, in families with and without parental depression, marital
conflict and parent-child conflict are prominent risk factors for internalizing and

16

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

externalizing behavior disorders (Fendrich et al., 1990). In another study, school-aged

children o f mothers with depression were found to have higher levels o f internalizing
and externalizing behavior problems based on parent, teacher, and child report when
compared with normal controls. As an additional marker, children of mothers with
depression were also found to have a higher frequency o f treatment for psychiatric
disturbance than controls (Downey & Coyne, 1990).
Previous research has examined the presence of a depressive bias or distorted
perception of children’s problems in maternal reporting, however results have been
mixed and it is remains unclear whether child appraisals, typically negative in nature, o f
mothers with depression are accurate or biased (Baumann et al., 1996; Conrad &
Hammen, 1989; Cummings & Davies, 1994; McCain, 1995). In one study by Baumann
et al. (1996), mothers with and without a history of depression did not differ in their
ratings o f internalizing and externalizing behaviors in their clinic-referred adolescents.
Conrad and Hammen (1989) also found that current maternal depression was not
associated with misperceptions of child psychopathology. Depressed mothers, in fact,
were found to be more accurate than nondepressed mothers in reporting behavior
problems, though they made more negative comments in parent-child interactions when
compared with mothers in the nondepressed group. Whaley and O’Hara (1988)
reported a significant positive correlation between maternal depression and
internalizing child behavior problems in toddlers as measured by maternal report.
Richters (1992) asserted that studies reporting evidence for depression-related
distortions in parental reports often do not meet the necessary and sufficient criteria to
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establish that distortion exists. Further, if biased responding is present, it may be
correlated with other variables such as marital discord and personality disturbance.
Richters (1992) concluded that no firm empirical foundation exists for depressionrelated distortions in parental reports, however there is also no clear evidence that it is
absent. Consideration o f the potential for biased reporting o f mothers with depression
is relevant for mothers with eating disorders, since comorbid depression is frequently
also diagnosed in those with eating disorders (Beumont, 1995). Given that biased
reporting may occur in mothers with depression, the potential for distorted reporting
may extend to other psychiatric conditions, including the eating disorders.
In general, available research indicates that maternal depression is associated
with behavioral problems in children perhaps by influencing them indirectly, through
impacting mothers’ perceptions or influencing the marital relationship, and directly by
affecting maternal behavior, such as use o f less consistent or coercive child
management techniques, reduced responsiveness to child, and emotional unavailability
(Cummings & Davies, 1994). Marital functioning may be influenced by maternal
depression and may affect parenting behavior. However, marital discord has been said
to mediate the effect o f maternal depression on children and could be a more direct
predictor o f certain child outcomes as compared with maternal depression (Cummings
& Davies, 1994). What complicates interpretation of the relationship between maternal
depression and child adjustment is the heterogeneity of affective illness (e.g., chronicity,
comorbidity, genetic link, severity, duration) across individuals. The impact of
numerous other factors which may influence child adjustment, such as marital
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dysfunction, parenting stress, and child characteristics, is still not clear (Downey &
Coyne, 1990). What has been consistently shown, however, is that depression is
associated with impaired child psychological adjustment and, specifically, symptoms of
depression in children though the mechanism for this relationship has not been clearly
delineated (Downey & Coyne, 1990).
Marital Dysfunction. It is surprising that the marital relationship of those with
eating disorders has received such little research attention. Marital dissatisfaction has
been reported in marriages in which one spouse is diagnosed with an eating disorder
(Vandereycken, 1995; Van Buren & Williamson, 1988). Woodside and ShekterWolfson (1990) observed that marital dysfunction tended to resemble the severity of
parenting dysfunction in a group of individuals with anorexia or bulimia nervosa. Some
mothers with eating disorders reported that the presence of children in a marriage was
related to poorer marriages (Woodside et al., 1993).
High levels o f marital discord have also been found in samples o f those with
depression (Cummings & Davies, 1994). In research on depression in mothers, family
discord (e.g., conflict, low satisfaction, low intimacy) is hypothesized to be a proximal
mediator between maternal depression and child psychopathology (Davies & Windle,
1997). There is some evidence that the risk of problematic school behavior is similar in
children o f mothers with and without depression when marital discord is absent in both
groups, however depressive symptoms continue to be prevalent in children of mothers
with depression when compared with control mothers (Downey & Coyne, 1990). In
addition, female children were also found to be more vulnerable to family discord and
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to be more likely to display symptoms of depression when maternal depression was
diagnosed (Davies & Windle, 1997).
Stein et al. (1994) did not find a significant difference in the quality of martial
relationship between normal couples and couples in which one spouse had an eating
disorder on a measure of marital satisfaction. In one controlled observational study,
Van den Broucke, Vandereycken, and Vertommen (1995) found couples in which one
spouse had an eating disorder to lack some of the constructive communication skills of
nondistressed couples, though to avoid destructive communication styles of maritally
distressed couples. The level o f intimacy in couples in which one spouse was eating
disordered was lower than levels in nondistressed couples, however higher when
compared with maritally distressed couples. In another controlled study, Van Buren
and Williamson (1988) reported that the marital relationship o f those with bulimia
nervosa resembled relationships of maritally distressed women since both groups o f
women reported less satisfaction with their marriages, use of few problem-solving
skills, withdrawal from conflict, and having irrational beliefs about the quality of their
relationships and their spouses’ ability to change. In couples in which there is an eating
disorder, lack o f openness, low levels of intimacy, irrational beliefs, deficient problem
solving, and poor communication skills may therefore combine to contribute to marital
dissatisfaction.
Marital dissatisfaction, dysfunctional couple interaction, and marital conflict are
reported to be related to poor child behavior outcome (Emery & O’Leary, 1984; Mann
& MacKenzie, 1996; Poleshuck, Wildman, & Kinsman, 1996; Porter & O’Leary, 1980;
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Rutter, 1989). In particular, marital conflict, a multidimensional construct involving
both overt and covert behaviors, has been consistently associated with externalizing
behaviors in children. A moderate association between martial conflict and
internalizing behaviors has also been reported (Downey & Coyne, 1990; Grych &
Fincham 1990). Conversely, Emery and O’Leary (1984) and Webster-Stratton (1988)
found a weak association between maternal ratings o f marital discord and teacherreported behavior problems. Low marital satisfaction and high negative life stress in
mothers was correlated with observations o f mothers’ critical or physically negative
behaviors and mothers’ total commands (Webster-Stratton, 1988).
It has been suggested that marital discord alone may not be consistently
associated with child behavior problems and the discrepancy in findings is thought to be
related to either methodological differences or confounding factors within and between
studies (Emery & O ’Leary, 1984). Marital discord has been related to child behavior
problems in studies in which non-referred children with adjustment problems are
overrepresented, the parent(s) have a psychological disorder, or the children are
referred for psychological treatment (Emery & O’Leary, 1984).
More recently, marital discord has been found to be a primary predictor of
parent-child interactive dysfunction in depressed and nondepressed samples and to
mediate the relationship between depression and mother-child interactions in depressed
samples (Cummings & Davies, 1994; Stein et al., 1991). Marital conflict, which has
received more recent attention, may be more highly related to child maladjustment than
is marital dissatisfaction, though both have been related to parental negativity toward
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children (Mann & MacKenzie, 1996). Therefore, contextual factors, including marital
dysfunction, remain viable explanations for the relationship between parental
depression and difficulties in their children (Downey & Coyne, 1990). The pathway
through which marital discord is related to child maladjustment, and in particular
externalizing behavior problems, is not folly explained (Grych & Fincham, 1990; Mann
& MacKenzie, 1996; Porter & O’Leary, 1980). The mechanism through which marital
conflict influences child adjustment may be direct (e.g., modeling o f aggression) or
indirect (e.g., parent-child interaction, discipline practices). The effect of marital
conflict on child maladjustment is said to be mediated by the child’s understanding o f
the conflict, thus cognitive, contextual, and developmental factors are likely involved
(Grych & Fincham, 1990). In a recent study, Mann and MacKenzie (1996) reported
that overt marital conflict impacts child oppositional behavior through disrupted (e.g.,
inconsistent, lax) maternal parenting practices. High levels o f affection and consistent
discipline are projected to buffer the effects o f martial discord on children (Mann &
MacKenzie, 1996). Attributions made by the child regarding the cause of marital
hostility also play a role in mediating the effects. The relationship between marital
discord and child behavior problems is better conceptualized as reciprocal in nature
since behavior problems may impact marital discord, which may then contribute to
further child behavior problems (Mann & MacKenzie, 1996). Many child
characteristics, in fact even the birth of a child, may interact with parent characteristics
to lead to child disturbance (Dodge, 1990). This bidirectional formulation for
transmission o f psychopathology has recently gained more research attention than the
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previous, unidirectional hypotheses (Downey & Coyne, 1990; Emery, Fincham, &
Cummings, 1992).
The association between marital conflict and child adjustment seems to exist
regardless o f marital status (i.e., intact, divorced, separated) and is affected by intensity,
frequency, and content of discord, as well as conflict resolution (Grych & Fincham,
1990). Overt marital hostility was significantly correlated with behavior problems in
boys, but was found to be unrelated to behavior problems in girls in one study (Porter
& O’Leary, 1980). However based on previous results, marital discord may impact
both girls and boys, though have a stronger impact on behavior problems in boys.
Openly expressed versus covert marital conflict is associated with more child behavior
problems (Mann & MacKenzie, 1996; Porter & O’Leary, 1980), as is high, persistent
conflict in intact families (Peterson & Zill, 1986). O f note is that exposure to some
types of conflict can be beneficial in the development of coping and problem solving
skills. A positive relationship with at least one parent has also been found to reduce the
negative impact o f marital conflict and marital dissolution on children (Peterson & Zill,
1986).
Lack o f Social Support. Inadequate social support has also been found to be
related to child maladjustment whereas the presence o f social support is thought to
buffer the effects of pathogenic stress (Cohen et al., 1985; Cohen & Wills, 1985;
McCain, 1995; Rutter, 1989). A stable marital relationship and the availability o f other
resources which can support a parent diagnosed with an eating disorder can serve a
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protective role, however marital relationships are frequently stressed by chronic illness
(Woodside et al., 1993).
Parenting Stress and Parent Satisfaction. Studies of the relationship between
parenting stress and behavior problems have usually focused on stress associated with
the parenting role and stress due to negative life events, however the latter has been
more extensively studied (Webster-Stratton, 1988). Negative life events and stress are
thought to influence maternal behavior and subsequently affect child behavior
(Webster-Stratton, 1988). Stress which occurs in relation to child variables has been
termed parenting stress (Abidin, 1990b). It is thought that mothers o f children with
behavior problems may feel discontent with themselves, which may lead to adverse
marital and parent-child interactions. Parental characteristics (e.g., sense of
competence, depression), child characteristics (e.g., demandingness, adaptability,
mood), and situational variables (e.g., marital relationship, parental health, social
isolation) are said to be directly related to parent stress level and may lead to
dysfunctional parenting (Abidin, 1990b). Mouton and Tuma (1988) reported that
mothers of children referred for behavior problems perceived higher levels o f stress in
the parent-child system versus mothers of nonreferred children. Parental stress has
been said to affect children by mediating maternal depression, which may lead to
disrupted parent discipline practices (Conger, Patterson, & Ge, 1995). Further, chronic
parental stress, which often co-occurs with depressive episodes, may impact the child
to a greater extent than depression alone (Downey & Coyne, 1990). Mothers with
depression have described their parental role less positively than mothers without
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depression (Downey & Coyne, 1990). Further, mothers who describe parenting as
enjoyable and satisfying are likely to be good parents (Gerard, 1994).
Causal Implications in Child Maladjustment
Based on research published to date, it is possible to delineate broad ways in
which parents with eating disorders may influence development in their children. The
parent with disordered eating may serve as a poor role model for the child and the
presence o f an eating disorder may interfere with general parental functioning (e.g.,
concentration, responsiveness to child). Also, eating disorders are often associated
with other factors, such as marital discord, parenting stress, and depression, which have
been found to have adverse effects on children (Stein, 1995). Mothers who are
depressed, for example, may have a lower threshold for child misbehavior and they may
subsequently respond more negatively to their child’s behavior and/or perceive the
child more deviantly (Webster-Stratton, 1988). Literature on mothers with depression
has postulated that the mechanism through which child maladjustment occurs is genetic
transmission, parenting practices by mothers with depression, and/or characteristics of
depressed persons’ broader interpersonal context which may have been in existence
prior to the depressive episode. Interaction among these factors is highly suspected to
be related to child maladjustment (Dodge, 1990; Downey & Coyne, 1990).
Children are less likely to be affected by parental psychiatric illness if the illness
is mild, short-lived, not associated with martial discord, not accompanied by poor
parenting, and does not result in family dissolution (Rutter, 1989). The presence of a
supportive and mentally healthy parent can serve a protective role for children reared
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by a parent diagnosed with psychiatric illness (Rutter, 1989). Given that all children of
mothers with psychiatric illness do not become maladjusted, it is imperative that factors
associated with resiliency and factors more clearly leading to disturbance be identified
(Seifer, 1995). This will be done through systematic, longitudinal study of clearly
defined samples with appropriate comparison groups.
Causal Implications of Disturbed Eating
Given the paucity o f published research on the association of maternal eating
disorders and feeding difficulties in young children, limited information is available
about the mechanisms through which eating and mealtime problems may arise in
children o f mothers with eating-related problems. Only in the last 10 to 15 years has
research on factors affecting the development o f and changes in food patterns o f
children in general been published (Hertzler, 1983b). Most pediatric feeding disorders
are said to involve both organic and nonorganic (functional) factors (Babbitt et al.,
1994). Stein (1995) hypothesized that parents’ disturbed eating and weight related
attitudes may have a direct effect on the child by parental underfeeding in relation to
maternal fear o f fatness and parental criticism o f the child’s eating habits and
appearance. Palmer et al. (1975) and Babbitt et al. (1994) reported behavioral
mismanagement by the caregiver to be a significant cause of feeding problems in
children. Behavioral mismanagement included inadequate parental supervision, forced
feeding, failure to introduce solids at an appropriate age, reinforcement o f feeding
problems with parental attention or allowance o f escape from the food, and excessive
parental anxiety during meals. Modeling o f eating behavior by peers and caregivers is
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also believed to contribute to the child’s acceptance o f food (Hertzler, 1983b). A high
correlation between parent and child food likes and dislikes has also been reported
(Hertzler, 1983b). In one study, however, Hill, Weaver, and Blundell (1990) reported
on 20 dietary restrained and unrestrained ten year old girls and their mothers. A strong
positive correlation (r = .68) was found between the degree of maternal dietary
restraint and dietary restraint in their daughters.
More information is available on the association between maternal eating
difficulties and eating difficulties in her adolescent and adult offspring. Anorexia
nervosa has been found to cluster within generations at a higher rate than is found in
relatives o f controls. Higher rates o f affective disorders are also found in first degree
relatives (i.e., parents, siblings) o f those with anorexia nervosa and comorbid major
depression. Anorexia nervosa has been reported to be from 3 and as much as 20 times
more common in female first-degree relatives o f anorexic probands when compared
with incidence rates in the general population. Lower estimates o f aggregation in firstdegree relatives o f those with bulimia nervosa are reported, though a tendency for
higher familial incidence of disordered eating still occurred (Holland, Sicotte, &
Treasure, 1988; Strober, 1992; Strober, 1995; Strober, Lampert, Morrell, Burroughs,
& Jacobs, 1990). It is still unclear whether the transmission of anorexia nervosa and
affective disorders involve independent processes (Gershon et al., 1984; Strober, 1995;
Strober et al., 1990), though it is well known that first degree relatives of those with
anorexia nervosa are at greater risk for affective disorders (Holland et al., 1988). Pike
and Rodin (1991) found that mothers o f adolescent daughters with disordered eating
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also had significantly more disturbed eating when compared with a control sample.
The mothers o f adolescents with disturbed patterns o f eating also reported that their
normal weight daughters needed to lose weight (Pike & Rodin, 1991). Researchers in
this study suggested that the mode o f transmission for eating disorders may be in the
daughters’ imitation o f mothers’ dysfunctional eating as a coping strategy for anxiety
and depression. The mother-daughter relationship is therefore believed to contribute to
the onset o f disordered eating in daughters (Pike & Rodin, 1991).
Family transmission o f eating disorders may occur in several ways, including
shared environment, single gene transmission, inheritance of temperament associated
with risk for eating problems, and psychosocial induction (Strober, 1995). Evidence o f
significant differential concordance rates for anorexia nervosa between dizygotic and
monozygotic twins strongly implicates genetic factors however, environmental factors
may have a stronger causal role in the transmission of bulimia nervosa (Holland et al.,
1988; Strober, 1995). The most prominent role of family variables in the development
o f eating disorders may lie in the intergenerational transmission o f certain
psychopathological traits which act indirectly in the transmission of problematic eating
(Steiger, Stotland, Ghadirian, & Whitehead, 1995; Strober et al., 1990). Though
transgenerational effects o f parental dysfunction may occur in children’s exposure to
parental eating concerns and psychopathology, the ability o f these factors to explain the
occurrence o f eating related problems in offspring remains limited. The addition of
vulnerability factors (e.g., life experiences, peer pressure) is suggested to better account
for the development o f eating disorders (Steiger, Stotland, Trottier, & Ghadirian,
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1996). In general, pathways of symptom formation are most often thought to be
multiple and interactive. Genetic predisposition may create a vulnerability to
environmental stressors (Holland et al., 1988; Rutter, 1989; Strober, 1995).
The present study is designed to advance understanding of the relationship
between eating pathology in mothers and adjustment difficulties in their children. The
relationship between group (eating disorder, depression, and normal comparison) and
several child dependent variables (general behavior problems, feeding problems, and
weight status) and parent dependent variables (parenting stress, parenting satisfaction,
social support, and martial conflict) were investigated. This study differs from the
three previous controlled studies in this area in that a psychiatric comparison group and
empirically based assessment o f feeding and general behavioral problems were both
incorporated into the research design. Seifer (1995) stressed the importance o f
incorporating a mental illness comparison group in research on risk factors for
psychopathology since it allows for the gathering of more specific information.
Another improvement in the design of this study as compared with other reported
studies in this area was in the randomized selection of one child for each mother in all
groups in addition to assessment of the most problematic child to assess the range of
problem severity. Evans and le Grange (1995) conducted standardized assessment of
eating pathology in 10 mothers with eating disorders and 10 control mothers.
Standardized assessment o f children’s perceived body size and mothers’ perception of
their child’s body size was done. In this study, informal assessment was used to gather
information on children’s feeding, general development, and psychopathology. Stein et
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al. (1994) studied children o f 24 control mothers and 34 mothers with eating disorders.
Standardized assessment of psychopathology in mothers, the marital relationship,
growth o f children, and child development was conducted. Nonstandardized
observations o f mother-child interactions were also gathered. Stein et al. (1995)
reported results o f mothers of 30 children with feeding problems, mothers of 30
children with behavior disorders, and 108 mothers in the community using standardized
assessment o f eating pathology in mothers. A psychiatric (behavior disorder) control
group was employed by Stein et al. (1995). No previous controlled study has
incorporated psychiatric comparison and normal control groups, standardized
assessment o f feeding and general behavioral problems in children o f mothers with
eating disorders, and standardized assessment o f related parent variables. In addition,
in contrast to this study, adequacy of statistical power in these three controlled studies
was not described.
If children of these mothers are adversely affected by their mother’s eating
pathology or associated comorbidity, it is imperative that this relationship be
demonstrated so as to identify children at risk for developing physical and
psychological problems and those in need o f intervention. Primary care physicians and
mental health care providers who treat these mothers can then be educated and
encouraged to employ strategies for early intervention with these children who may be
at risk for later development o f problems. Identification o f both risk and protective
factors, as well as the etiological mechanism in transmission o f psychopathology will
make significant advances in this field.
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The aim o f the proposed study was two-fold. One objective was to evaluate
child behavior problems, feeding difficulties, and weight status in children of mothers
with eating disorders. The second objective was to measure variables found to be
related to behavior problems in children, in particular, overt marital conflict, social
support, parenting satisfaction, and degree o f stress in the parent-child system of
mothers with an eating disorder, for comparison with mothers with depression and
those without any psychiatric diagnosis. The following hypotheses were made.
Hypothesis 1. It was hypothesized that there would be similar levels of
perceived parenting stress, parental dissatisfaction, and behavioral problems in
children of mothers in the two clinical groups (i.e., eating disorder, depression).
The same predictions were made for findings based on the most problematic
child, however the degree of maladjustment was predicted to be higher in this
sample. A significant difference between the normal comparison group and the
two clinical groups on these variables was predicted, such that nonclinical
levels of perceived parenting stress, parental dissatisfaction, and child behavior
problems would be identified in the normal comparison sample.
Hypothesis 2. Significant differences in child feeding difficulties and weight
abnormalities (corrected for age) were hypothesized to be present to a greater
extent in the eating disorder sample as compared with the depression and
normal comparison groups.

31

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Hypothesis 3. It was predicted that higher levels o f inadequate social support
and overt marital conflict would be associated with behavior problems in
children.
Hypothesis 4. A significant difference in disturbed eating was hypothesized
between mothers in the eating disorder group and the comparison groups, with
mothers with eating disorders having significantly more disturbed eating
patterns.
Hypothesis 5. A tendency for higher levels of depression in mothers in the
depression group versus other groups was predicted, though mothers with
eating disorders were hypothesized to have higher levels of depression as
compared with the normal comparison group.
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METHOD
Participants
Participants were 65 mothers from the south and northeast regions o f the
United States who responded to questionnaires about themselves and one or two
children between the ages o f 4 and 12. Participants were assigned to one o f three
groups based on the following criteria. Mothers were assigned to the Eating Disorder
Group (n = 22) if they had been diagnosed with an eating disorder (i.e., anorexia
nervosa, bulimia nervosa, ED-NOS). Participants were excluded from the study if they
had ever been diagnosed with binge eating disorder. Mothers were assigned to the
Depression Comparison Group (n = 20) if they had been diagnosed with major
depression at some time in the past. Participants were excluded from this group if they
had ever been diagnosed with bipolar disorder in the past. Mothers in both clinical
groups were not excluded if they had nonpsychotic, comborbid psychological
diagnoses. Mothers were not included if they had been diagnosed with psychosis.
Participants were classified in the normal comparison group (n - 23) if they had no
history o f any psychiatric diagnosis.
Measures
Demographic Questionnaire. Items on the demographic questionnaire were
questions about marital status, race, child’s gender, height and weight o f mother and
child, age of mother and child, socioeconomic status, mother’s past psychological
diagnoses, pregnancy and childbirth complications, and other demographic
characteristics (see Appendix A).
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Achenbach Child Behavior Checklist fCBCL/4-18T TheCBCL/4-18
(Achenbach, 1991) is a questionnaire completed by parents. The CBCL/4-18 is a list o f
113 problem behaviors that the informant rates about their child on a scale o f 0 to 2
with 0 = not true, 1 = somewhat or sometimes true, and 2 = very true or often true.
Broad band T-scores can be obtained for Externalizing and Internalizing scales. Both
reliability and validity have been well-established (McConaughy, 1993; Sattler, 1990).
High test-retest reliability on the problem scales is shown by estimates at one week
ranging from .82 to .95. The mean correlation over one and two year intervals for
children in the 6-8 age range was .85 for total problems. Criterion validity was
demonstrated by the differentiation o f demographically matched referred from
nonreferred children on this measure (Achenbach, 1991; McConaughy, 1993). This
instrument is copyrighted and therefore is not copied in the Appendices.
Children’s Eating Behavior Inventory fCEBIT The CEBI (Archer et al., 1991)
is a 40 item parent-report measure to assess eating and mealtime problems across a
broad age span. The parent uses a five point Likert scale to indicate how often the
behavior occurs (i.e., never, seldom, sometimes, often, always) (see Appendix B). The
parent also scores whether he/she perceives an item to be a problem by circling either
“yes” or “no”. The CEBI is one o f the only available self-report instruments to assess
eating and mealtime problems in children and yields two scores - Total Eating Problem
Score and Percentage o f Items Perceived as a Problem. Items pertain to either the
child or parent and family system. Single parent families skip four items which are
nonapplicable and families with only one child skip one nonapplicable item. A
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weighting system is used to compensate for omitted items in these cases. Test-retest
reliability for an average o f 33 days was between .84 and .87. Internal consistency
estimates were above .70 with the exception of the single parent with more than one
child group (coefficient alpha = .58). Construct validity was demonstrated since the
measure differentiated between clinic referred and non-referred participants using both
scores derived from this measure (Archer et al., 1991).
Parenting Stress Index - Short Form fPSI-SF). The PSI-SF (Abidin, 1990a) is
a 36 item questionnaire completed by parents o f children 12 years old or younger. It is
designed to identify parent child systems under stress and at risk for development of
dysfunctional parenting behaviors or behavior problems in children of these parents
(Abidin, 1990b). The respondent provides answers pertaining to the child with whom
they are most concerned on items by using a five point Likert scale (i.e., strongly agree,
agree, not sure, disagree, strongly disagree). Three subscale scores (Parental Distress,
Parent-Child Dysfunctional Interaction, and Difficult Child) and a Total Stress Score
are derived. It is posited that parental stress is a function o f these three subscale
components which impinge on parenting behavior and subsequently relate to child
outcome (Abidin, 1990a). Satisfactory test-retest and internal consistency reliability
and concurrent validity with the full length PSI (Abidin, 1990b) have been
demonstrated. Test-retest reliability estimates at six months range from .68 to .85
(total score r = .84). Alpha reliability coefficients for total score range from .80 to .91.
Evidence for concurrent validity (r = .94) was found between the total stress score of
the PSI-SF and the total stress score of the full length PSI (Abidin, 1990a). Evidence
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for adequate reliability and content, concurrent, construct, and discriminant validity
have been shown for the full length PSI (Abidin, 1990b). This instrument is also
copyrighted and is not copied in the Appendices.
Parent-Child Relationship Inventory fPCRD: Satisfaction with Parenting Scale.
The PCRI (Gerard, 1994) is a 78 item self-report questionnaire designed to evaluate
parents’ attitudes regarding parenting and toward their children. The PCRI has seven
content scales and two validity indicators. The Satisfaction With Parenting Scale is one
o f the content scales which consists o f 10 items to measure the degree of pleasure and
fulfillment an individual derives from being a parent (Gerard, 1994). Internal
consistency of this subscale has been reported to be .85. Test-retest reliability has been
reported to be .73 at one week and .49 at five months. Preliminary evidence of
content, construct, and predictive validity is also reported (Gerard, 1994). This
instrument is not attached since it is copyrighted.
Interpersonal Support Evaluation List (ISELT The ISEL (Cohen et al., 1985)
is a 40 item self-reported inventory designed to measure social support availability. In
an adapted version o f the original instrument, respondents use a four point Likert scale
to describe their access to social support (See Appendix C). Both college student and
general population versions are available (Cohen et al, 1985). A total score for
functional support and four subscale scores (appraisal, self-esteem, belonging, and
tangible support) can be derived. Adequate internal consistency and test-retest
reliability have been reported (Cohen et al., 1985; Cohen & Wills, 1985). Internal
consistency estimates for the total population version range from .88 to .90. Test-
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retest reliability correlations were .87 (two days), .70 (six weeks), and .74 (six months)
(Cohen et al., 1985). Discriminant validity was demonstrated with measures o f social
desirability and social anxiety. Construct validity was demonstrated by a moderate
correlation between the ISEL and other measures o f social support.
Eating Attitudes Test-26 (EAT-26V The EAT-26 (Gamer, Olmsted, Bohr, &
Garfinkel, 1982) is a shortened form (26 items) o f the original EAT which contains 40
items (Gamer & Garfinkel, 1979). The EAT measures symptoms o f disordered eating,
such as extreme dieting or binge eating. A response on a Likert scale from 0 (always)
to 5 (never) is required and a total score is obtained (see Appendix D). The EAT-26
has been found to be highly correlated with the EAT-40 (r = 0.98). Internal
consistency reliability (alpha = 0.90) is reported for an anorexic group Criterion
validity for the EAT-26 was demonstrated by the significant prediction of group
membership (Gamer et al., 1982; Williamson, 1990, Williamson, Anderson, & Gleaves,
1996; Williamson, Anderson, Jackman, & Jackson, 1995).
O’Learv-Porter Overt Hostility Scale fOPST The OPS (O’Leary & Porter,
1987) is a 10 item measure o f parental perception o f the frequency of both positive and
negative interactions displayed by spouses toward each other in the child’s presence
(see Appendix E). Items contain questions about disagreement over financial matters
or discipline, physical or verbal abuse, displays o f affection, and complaints about one
another. High test-retest reliability at two weeks (r = .96) and satisfactory internal
consistency (r = .86) have been reported for the OPS. Moderate correlations with the
Short Marital Adjustment Test (SMAT) and the Locke Wallace Marital Adjustment
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Scale (r = .63) support the validity of the OPS (Emery & O’Leary, 1984; Mann &
MacKenzie, 1996; Porter & O’Leary, 1980).
Beck Depression Inventory fBDD. The BDI is a 21 item, self-reported measure
o f cognitive, affective, behavioral, and somatic symptoms of depression in adults
(Beck, Ward, Mendelson, Mock, & Erbaugh, 1961). Respondents are instructed to
circle an answer between 0 and 3 that best describes how they have been feeling in the
past week. Adequate reliability and validity, including concurrent validity with the
Hamilton Rating Scale (r = .82), have been reported for this widely used measure
(Williams, Barlow, & Agras, 1972). This instrument is copyrighted and is also not
copied in the Appendices.
Procedure
Participants in the eating disorder and depression comparison groups were
either initially invited to participate in this study by their past or current therapist, were
recruited from a large database of participants with these diagnoses filed in a university
psychological clinic, or were recruited by way o f a posted flyer. If recruited from the
database, clinic staff sent a letter on clinic letterhead with the signator identified as
clinic staff (Appendix F). Normal control participants were those recruited who
volunteered to participate from university classes or community organizations.
The majority of participants in the clinical groups first signed a consent form
provided to them by their therapist or clinic staff to give permission for a member of
the research team to contact them about this study. Consent also allowed the release of
the following information to the study investigators: name, address, phone number,
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diagnoses, that they have participated in psychotherapy, and the number of their
children between ages 4 and 12 (see Appendix G). Once contacted by phone, these
potential participants gave verbal consent for study materials to be mailed to their
homes. Other clinical participants recruited by flyer gave consent to be sent study
materials by directly contacting one o f the researchers. All subjects were asked to
return the postage-paid packet following completion. A cover letter accompanied all
packets describing on which child the mother was to report on initial measures about
children. The letter included the rationale for and importance o f having the mother
initially report on themselves and a randomly selected child (see Appendix H). Mothers
were asked to complete the following: consent for study participation (see Appendices
I & J), demographic questionnaire, and several psychological instruments.
In order to evaluate the range o f problems in these mothers and children,
mothers with more than one child between ages 4 and 12 then completed the CBCL/418 (Achenbach, 1991) and PSI - SF (Abidin, 1990a) on their most problematic child
between 4 and 12 years of age if the randomly selected child was not the only child or
most problematic child within the designated age range. Participants were offered $10
and a written summary of individual results in exchange for their participation in the
study. Appropriate referrals for further evaluation and treatment as indicated by the
results were provided to participants.
The validity of self-report measures has been previously questioned. Swadi
(1990) discussed four factors thought to be related to the validity o f self-report
surveys: errors in sampling, errors in the measurement tool(s), errors in responding
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(e.g., intentional or nonintentional errors in disclosing correct information), and errors
in data coding and computer handling. Information on the presence o f intentional
errors in responding can be seen in part by the non-response rate, however concealment
and exaggeration may also contribute to error. Swadi (1990) has suggested that
concealment can be substantially reduced by clearly conveying the intent o f the
researcher to maintain participant anonymity and confidentiality. Nonintentional errors
may result from misunderstanding o f the items, problems in recall, and time constraints.
Increasing the respondents’ trust is crucial in reducing intentional error, therefore
respondents should be convinced that legitimate scientific reasons exist for the study,
privacy during responding will occur, procedures to continue to protect confidentiality
are in place, and individuals responsible for handling data can be trusted.
Nonintentional errors can be minimized by improving understanding and
communication, making questions less taxing on memory, and shortening
questionnaires. High validity with self-report questionnaires can be achieved by
following these recommendations (Swadi, 1990).
To maximize the validity o f self-reported data in this study, the following
measures were taken. The intent o f the study was clearly described to participants in
the consent form and anonymity of participants was protected by requesting that the
participant disclose their names on only the two consent forms, which were then
separated from the rest o f the data. The rest of the data were numerically coded so that
the individual was not identified by name. The participants were also informed that
only the research team would have access to identifying information. The measures to
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be taken to uphold confidentiality were clearly conveyed to the participant before
consent for participation was given. Validity o f self-reported data were also improved
by the choice of psychometrically sound instruments and use of shortened forms of
measures of interest, when they were available and also psychometrically sound, to
reduce the time required to complete all requested information. Prior to statistical
analysis, double entry o f data was employed to minimize errors in coding.
Statistical analysis o f the data was conducted by grouping dependent variables
into the following categories: demographic and descriptive variables, parental
depression and eating disorder symptomatology, global child psychopathology, child’s
eating behavior, and parent and family environment. Demographic and descriptive
variables were analyzed separately with analysis of variance (ANOVA) or chi-square
(X2) testing. When the variables in other groupings were felt to represent a specific
construct, multivariate analysis of variance (MANOVA) was used to test for group
differences.
MANOVAs were computed on variables within each category as follows: (1)
Parental depression and eating disorder symptomatology - one MANOVA computed
tor BDI and EAT total scores, (2) Global child psychopathology - one MANOVA
computed for individual CBCL subtests scores and one MANOVA computed for
Internalizing and Externalizing subscale scores, (3) Child’s eating behavior -one
MANOVA performed for CEBI Adjusted Total Problems score and percentage o f
hems perceived by mother to be a problem, (4) Parent and family environment -one
MANOVA performed for ISEL total score and PSI total score, one MANOVA
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performed for ISEL subtest scores, and one MANOVA performed for PSI subtest
scores.
Wilks’ Lambda was used for statistical interpretation o f all MANOVA results.
When a significant MANOVA F value was found, ANOVAs were computed to identify
differences between groups. When indicated by the results o f ANOVA, post hoc
testing was computed using the Scheffe' test to evaluate group differences. When a
construct was measured by only one dependent variable, ANOVA was applied and then
post hoc Scheffe' testing if a significant F value was found. Alpha was set at j> < .05
for all analyses. By grouping dependent variables in this fashion, fewer statistical tests
were computed, thereby protecting the inflation of alpha. Finally, to test one
hypothesis of this study, Pearson product-moment correlations were conducted.
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RESULTS
Group Comparisons on Demographic and Descriptive Variables
ANOVAs computed for mother’s age, number o f children in household,
mother’s body mass index (BMI), child’s age, child’s normed weight, child’s normed
height, and frequency of complications related to pregnancy and childbirth found
significant mean differences between groups for only BMI and number o f problems
related to pregnancy and childbirth (e.g., prematurity, necessity o f ICU, unplanned Csection). Number of problems related to pregnancy and childbirth was computed by
summing the number of complications reported by the mother on the demographic
questionnaire. Post hoc Scheffe' testing following significant ANOVAs was used to
compare the group means for BMI and problems related to pregnancy and childbirth.
The mean BMI of mothers diagnosed with depression was significantly higher than
BMI o f mothers in the eating disorder and normal comparison groups. The mean BMI
for mothers diagnosed with eating disorders was in the normal weight range. In
contrast, the mean BMI for mothers diagnosed with depression was in the overweight
to moderately obese weight range. Mothers diagnosed with eating disorders also
reported a significantly higher number o f problems during pregnancy and childbirth as
compared with mothers in the normal comparison group. Statistical data for these
variables are summarized in Table 1.
Chi-square analyses were computed to test group differences in marital status,
race, child’s gender, socioeconomic status (SES), mother’s perception that child is
different from other children o f same age, presence o f any pregnancy/childbirth
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Table 1
Group Means and F Values for Descriptive Variables

Eating
Disorder

Depression

Normal
Comparison

F value

Age-Mother

35.82
(3.87)

36.60
(6.15)

35.87
(5.67)

.14

Children

2.05
(.90)

1.95
(.83)

2.22
(1.00)

.48

BMI

21.20*
(3.38)

29.43b
(10.53)

24.01*
(4.11)

8.30

Age-Child

7.09
(2.86)

8.30
(2.64)

8.70
(2.36)

2.26

Weight-Child

6.09
(17.40)

19.88
(45.46)

3.37
(15.04)

2.01

Height-Child

-1.09
(7.88)

2.11
(5.05)

-.21
(5.97)

.26

TotPreg

.73b
(.70)

.35**
(.59)

.22*
(.42)

4.63**

Note. Children = Number o f Children in Household, BMI = Body Mass Index, WeightChild = Percent Deviation from Ideal Body Weight for Child’s Age, Height-Child =
Percent Deviation from Ideal Body Height for Child’s Age, TotPreg = Number of
Complications Related to Pregnancy/Childbirth.
Degrees o f freedom for all ANOVAs were (2, 62).
Different superscripts indicate that group means differ (p < .05).
* * P < .01. ***p < .001.
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problems, child prematurity (i.e., less than 38 weeks gestation), and whether the child
remained in ICU following birth. Significant group differences were found for SES and
presence o f any pregnancy/childbirth problems. Participants in each group were
classified into one of five SES categories based on an index score computed for
parent(s) education and occupation using criteria described by Hollingshead (1957) Level 1, Level 2, Levels 3-5. Level 1 and Level 5 represent the highest and lowest
socioeconomic levels, respectively. Levels 3-5 were combined to minimize the
presence o f zeros in individual cells. No participants were classified in the lowest
(Level 5) category. Inspection of means indicated that groups were not equally
distributed in respect to SES and that the difference was likely in the lowest SES
category (Levels 3-5) in which no participants in the eating disorders group were
classified. Groups were also not equally distributed in regards to the presence of
complications related to pregnancy/childbirth in which mothers diagnosed with eating
disorders reported the presence of complications more frequently than did mothers in
the other two groups. Statistical data for these demographic and descriptive variables
are summarized in Table 2.
Comparisons Between Groups on Parental Depression and Eating Disorder
Symptomatology
A significant MANOVA was identified for mothers’ reported symptoms of
depression and disturbed patterns of eating, F (4, 122) = 16.16, p < .0001. Univariate
ANOVAs were performed for these two variables revealing significant differences
between group means for symptoms o f both depression as measured by the BDI
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Table 2
Group Frequencies and Significance Values for Descriptive Variables

Fating

Normal
Comoarison

Chi Square
Analyses

Disorder

Pepr?ssjon

Marital Status
Never
Mamed
Separated/Divorced

0
19
3

3

1
19
3

X (4 )= 7.72

11
6

Race
Caucasian
Other

22
0

17
3

19

XJ(2) = 4.08

4

Gender-Child
Male
Female

10
12

13

11

7

12

SES
Level 1
Level 2
Levels 3-5

9
13
0

3

7

10
7

10

ChildDifF
No
Yes

16
4

13

19

6

1

AnyPreg
No
Yes

9
13

14
6

18
5

X(2) = 7.33

Premature
No
Yes

19
3

17
3

23
0

XJ(2) = 3.64

21

18
2

22
I

X2(2) = .74

17
3

22

X3(2) = 2.19

ICU
No
Yes
CEBW36
No
Yes

1

18
4

XJ(2)= 1.89

X:(4)= 10.04*

6

XJ(2) = 4.58

1

Note. SES = socioeconomic status, ChildDiff = mother’s perception o f child as
different from other children o f same age, AnyPreg = indication o f any complications
related to pregnancy/childbirth, Premature = prematurity of child, ICU = child remained
in ICU after birth, CEBI#36 = Children’s Eating Behavior Inventory Fear o f Fatness
Item (#36) perceived to be a problem.
< .05.
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and disturbed eating as measured by the EAT-26. Scheffe* post hoc testing found that
mothers in the eating disorder and depression groups reported significantly higher
levels of depression when compared with the normal comparison group. Furthermore,
the mean scores on this variable for both clinical groups indicate current symptoms o f
depression within the borderline clinical range (i.e., BDI total score between 16 and 20)
(Beck et al., 1961). The percentage o f cases above the clinical threshold in the eating
disorder, depression, and normal groups was 55%, 50%, and 4%, respectively. Chisquare analysis o f the frequency o f cases above the clinical threshold was significant
(X2(2) = 15.09, jl< .001).

Mothers diagnosed with eating disorders also reported significantly more
symptoms of disturbed eating than did mothers in the depression or normal comparison
groups. The mean score on the EAT-26 for mothers diagnosed with eating disorders,
but not other mothers, was well within the clinically significant range (i.e., total score
above 20) (Gamer et al., 1982). The percentage o f cases above the clinical threshold in
the eating disorder, depression, and normal groups was 59%, 5%, and 4%,
respectively. Chi-square analysis o f the frequency o f cases above the clinical threshold
was significant (x2(2) = 24.30, p < .0001). These findings serve to confirm proper
group membership, though mothers diagnosed with eating disorders reported current
symptoms of depression that did not differ from symptoms reported by mothers in the
depression group. Statistical data for maternal depression and disturbed eating are also
summarized in Table 3.
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Table 3
Group Means and F Values for Parent Eating Disorder and Depression Measures

Normal
Comparison

Eating
Disorder

Depression

BDI

16.55b
(11.11)

17.05b
(10.28)

4.65*
(3.98)

13.72*’*

EAT-26

27.14b
(19.77)

8.25*
(6.49)

6.83*
(7.23)

17.22***

F value

Note. BDI = Beck Depression Inventory, EAT-26 = Eating Attitudes Test - 26.
Degrees of freedom for all ANOVAs were (2, 62).
Different superscripts indicate that group means differ (p < .05).
“ *p < .001.
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Group Comparisons on Global Child Psychopathology
Group comparisons on measures o f global psychopathology for the randomly
selected or only child were obtained with one MANOVA computed for individual
subtests o f the CBCL and another MANOVA conducted on the Internalizing and
Externalizing subscales o f the CBCL. MANOVA results for individual CBCL subtests
were nonsignificant, F (16, 110) = 1.57, p > .05. Significant MANOVA findings
between groups were identified in the area of child psychopathology as measured by
the CBCL Internalizing and Externalizing subscales, F (4, 122) = 4.13, j> < .004.
Univariate ANOVAs were computed for each measure resulting in the findings that
groups were different for both the CBCL Internalizing Raw Score and CBCL
Externalizing Raw Score. Post hoc Scheffe' tests following significant ANOVAs were
used to compare the three groups. Mothers diagnosed with depression reported a
significantly higher level o f child psychopathology on both of these subscales than was
reported by mothers diagnosed with eating disorders and mothers in the normal
comparison group. Statistical data for global child psychopathology are summarized in
Table 4.
The percentage o f cases scoring above the clinical threshold (T-score at or
above 65) (Achenbach, 1991) on the CBCL Internalizing Scale in the eating disorder,
depression, and normal groups was 23%, 50%, and 13%, respectively. Chi-square
analysis of the frequency o f cases above the clinical threshold on this variable was
significant (x2(2) = 7.71, p < .05). For the CBCL Externalizing Scale, the percentage

49

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Table 4
Group Means and F Values for Measures of Global Child Psychopathology

Eating
PiSQSlff

Depression

Normal
Comoarison

CBCLInt

6.41*
(6.04)

12.95b
(9.66)

4.52*
(4.92)

828*’*

CBCLExt

7.50*
(6.93)

14.50b
(11-25)

7.43*
(5.54)

520**

CBCLWd

1.77
(2.49)

3.25
(2.63)

.91
(100)

6.47

CBCLSm

1.05
(1-43)

2.75
(2.71)

.65
(1-07)

7.78

CBCLAD

3.77
(3.89)

725
(6.03)

2.83
(3-39)

5.58

CBCLSc

1.64
(2.06)

3.85
(3.60)

1.39
(164)

6.00

CBCLHi

.59
(91)

1.40
(154)

22

7.02

CBCLAt

2.82
(2.79)

5.85
(420)

2.83
(2.95)

5.71

CBCLDe

1.41
(1.37)

2.35
(193)

.96
(126)

4.57

CBCLAg

6.23
(5.90)

12.15
(9-74)

6.43
(4.81)

4.78

F Value

(.52)

Note. CBCLInt = Child Behavior Checklist (CBCL) Internalizing Raw Score,
CBCLExt = CBCL Externalizing Raw Score, CBCLWd - CBCL Withdrawn Subscale,
CBCLSm = CBCL Somatic Complaints Subscale, CBCLAD = CBCL Anxious/
Depressed Subscale, CBCLSc = CBCL Social Problems Subscale, CBCLTh = CBCL
Thought Problems Subscale, CBCLAt = CBCL Attention Problems Subscale,
CBCLDe = CBCL Delinquent Behavior Subscale, CBCLAg = CBCL Aggressive
Behavior Subscale.
Degrees o f freedom for all ANOVAs were (2, 62).
Different
superscripts
indicate that group means differ (p < .05).
M
__ •••
.. .
j><.01. p < .001.
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of cases above the clinical threshold in the eating disorder, depression, and normal
groups was 5%, 35%, and 9%, respectively, which was also significant (x2(2) = 8.69, g
< .05). Because o f the low number o f mothers (12 o f 65) who reported on a second,
more problematic child, CBCL data on these children were not analyzed, due to low
statistical power.
Group Comparisons on Child’s Eating Behavior
Results o f the MANOVA conducted on maternal report o f children’s eating
behavior revealed that groups did not differ on eating problems on the CEBI Adjusted
Total Problems Score and the Percentage o f items perceived by the mother to be a
problem, F (4, 122) = 2.17, g > .05. The percentage o f cases scoring above the clinical
threshold, as defined by 2 or more standard deviations above the mean (Archer et al.,
1991), on the CEBI Total Problems scale in the eating disorder, depression, and normal
groups was 5%, 10%, and 0%, respectively. Results o f a chi-square analysis o f the
frequency of cases above the clinical threshold on this variable were nonsignificant
Gc2(2) = 2.43,B > 0 5 ) .
To further examine group differences on participants’ responses on this
measure, 15 (of 40 total) items were selected as being particularly related to disturbed
eating (versus mealtime behavior problems). An exploratory ANOVA was performed
by calculating the percentage o f these items perceived by the groups o f mothers as
being a problem. Results of this analysis were also found to be nonsignificant.
A second set o f exploratory analyses using ANOVA and chi-square analyses
was conducted to examine group differences on one item (#36) related to fear of
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fatness, a central feature of eating disorders (i.e., “My child says she/he’ll get fat if
she/he eats too much”). Mothers did not differ on their Likert ratings o f this item nor
their endorsement on this item that this is perceived to be a problem. Statistical data
for child’s eating behavior are summarized in Tables 2 and 5.
Group Comparisons on Parent and Family Environment
Three MANOVAs were performed on mothers’ report o f social support and
parenting stress in order to make between group comparisons on these variables. One
MANOVA was conducted using data from total raw scores on the ISEL and total Tscores on the PSI. Significant results were found, F (4, 98) = 7.14, g < .0001.
Univariate ANOVAs computed for each variable found that there were group
differences for parenting stress and social support. Post hoc Scheffe' testing clarified
significant ANOVA findings indicating that mothers in the depression group had
significantly higher mean ISEL total scores, indicating perception of less social support,
when compared with mothers in the eating disorder and normal comparison groups. In
addition, ratings of parenting stress experienced by mothers in the eating disorder and
depression groups were significantly higher than parenting stress scores o f mothers in
the normal comparison group, indicating that mothers in the two clinical groups
reported a higher level o f stress related to parenting.
All data used for analyses o f PSI responses included only cases in which
mothers reported on their randomly selected or only child rather than on their “most
problematic” child. Mothers were instructed in both the directions for study materials
and standardized PSI instructions to report on the child they were most concerned
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Table 5
Group Means and F Values for Child Eating Behavior

Eating
Disorder

Depression

CEBITot

85.67
(11.57)

86.45
(13.26)

79.09
(8.68)

2.88

CEBIPer

10.39
(10.83)

15.50
(15.05)

6.48
(11.01)

2.87

CEBIED

8.34
(10.03)

14.70
(17.78)

5.83
(12.05)

2.41

CEBI#36

1.77
(1.07)

2.00
(1.26)

1.65
(1.03)

.53

Normal
Comparison

F Value

Note. CEBITot = Children’s Eating Behavior Inventory (CEBI) Adjusted Total Eating
Problem Score, CEBIPer = CEBI Percentage o f Total Items Perceived to be a
Problem, CEBIED = Percentage of Items Related to Disordered Eating Perceived to be
a Problem, CEBI#36 = Likert Rating on Fear o f Fatness Item.
Degrees o f freedom for all ANOVAs were (2, 62).
*p<.05. **£ < .01. ***£ < .001.
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about in responding on the PSI. So as to avoid introducing additional variance, a total
o f 12 cases in which responses were about a child other than the only or randomly
selected child were excluded in the analyses of PSI data, constituting analysis o f a total
o f S3 cases.
A second MANOVA was performed using the four ISEL subscales (i.e.,
Approval, Belonging, Tangible, Self-Esteem) to identify differences in these specific
areas of social support as a function o f group membership. Results o f this analysis
were significant, F (8, 118) = 3.11, p < .003. Univariate ANOVAs were employed to
elucidate findings and revealed that groups differed significantly on all four ISEL
subscales. Post hoc testing (using Scheffe') found that for the Approval subscale,
mothers in the normal comparison and eating disorder groups perceived greater
support than mothers diagnosed with depression. On the Belonging subscale, mothers
in the normal comparison group perceived more support than mothers diagnosed with
depression. On the Tangible subscale, mothers in both the normal comparison and
eating disorders groups perceived greater support when compared with mothers in the
depression group. Finally, on the Self-Esteem subscale, mothers in the normal
comparison group perceived greater support than mothers in the depression group.
For the Belonging and Self-Esteem subscales, the normal comparison group mean did
not differ from the mean of the eating disorder group and the eating disorder group
mean did not differ from the mean o f the depression group.
A third MANOVA using scores of the three PSI subscales (i.e., Parental
Distress, Parent-Child Dysfunctional Interaction, Difficult Child) found significant
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differences among the groups, F (6,96) = 4.27, g < .001. Follow-up univariate
ANOVAs were performed on these variables resulting in significant differences
between groups on both the Parental Distress subscale and the Parent-Child
Dysfunctional Interaction subscale. Based on post hoc analyses using the Scheffe' test,
mothers diagnosed with eating disorders and mothers diagnosed with depression
reported a significantly higher level of stress on both the Parental Distress and ParentChild Dysfunctional Interaction subscales when compared with mothers in the normal
comparison group. There were no identified group differences on the Difficult Child
subscale.
Between group comparisons were also made o f overt marital conflict as
measured by the OPS using ANOVA. Significant group differences were identified.
Post hoc testing o f group differences found that mothers diagnosed with depression
had significantly lower scores when compared with mothers in the normal comparison
group, signifying the presence o f a greater degree of overt conflict and less adaptive
marital relationship in the depression group. Scores o f mothers in the eating disorder
group did not differ from those o f mothers in the depression and normal comparison
groups. It should be noted that a lower score on the OPS indicates a more maladaptive
response. An additional ANOVA was performed for parenting satisfaction, as
measured by the PCRI - Satisfaction with Parenting Subtest, and significant results
were identified between groups. Post hoc Scheffe' testing found that mothers in the
eating disorder and normal comparison groups reported significantly higher scores on
parenting satisfaction than mothers diagnosed with depression. Therefore, mothers
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with depression reported significantly lower satisfaction with parenting than the other
two groups, however mean parenting satisfaction scores for all groups were within the
nonclinical range. Statistical data for variables related to parent and family
environment are summarized in Table 6.
Correlations Between Parent and Family Variables and Child Behavior Problems
To test the hypothesis that higher levels o f inadequate social support and overt
marital conflict would be associated with behavior problems in children, Pearson
product-moment correlations were conducted with CBCL, OPS, and ISEL scores
within and across groups. Testing across all groups, OPS scores were significantly
correlated with CBCL Internalizing subscale scores, r (60) = -.28, j> < .05, and CBCL
Externalizing subscale scores, r (60) = -.35, p < .01. Given that a lower OPS score
indicates greater marital conflict, more marital conflict was associated with a greater
degree of child behavior problems.
Testing between groups, ISEL total scores were significantly correlated with
CBCL Internalizing subscale scores, r (23) = -.60, p < .01, and CBCL Externalizing
subscale scores, r (23) = -.53, p < .01, for the normal comparison group. This indicates
that a greater degree of social support was associated with lower child behavior
problems. Statistical data are summarized in Table 7.
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Table 6
Group Means and F Values for Measures of Parent and Family Environment

Fating
Disorder

Deoression

Normal
Comparison

PSITot

64-20b
(22.03)

71.99b
(16.64)

48.97*
(10.94)

E (2,50) = 9.30”'

PSIPD

60.31h
(15-26)

65.52b
(11.73)

46.15*
(10.61)

E (2.50) =12.18'“

PSIPCDI

72.01b
(34.76)

75.84b
(21.68)

5128*
(9.99)

E (2,50) = 5.98“

PSIDC

56.01
(18.32)

62.54
(23.13)

50.46
(1195)

E (2,50) = 2.05

ISELTot

62.47*
(11.19)

70.53b
(16.69)

56.42*
(4.34)

E (2,50) = 6.69“

ISELAp

14.82*
(3.06)

17.15b
(4-15)

14.43*
(1-56)

E (2,62) = 4.84”

ISELBe

15.73**
(5.33)

17.75b
(6.49)

13.13*
(198)

E (2,62) = 4.83“

ISELTn

1427*
(2.90)

17.00b
(4-78)

14.43*
(1-12)

E (2,62) = 4.72“

ISELSe

17.32**
(5-17)

I9.35b
(4-28)

14.78*
(2.09)

E (2,62) = 6.96”

OPS

29.10**
(6.91)

26.06b
( 625 )

32.50*
(3-22)

E (2,57) = 6.60“

PCRISat

50.95*
(11.48)

42.65b
(9.56)

56.65*
(924)

E (2,62) = 10.24"*

F Value

Note. PSITot = Parenting Stress Index -Short Form (PSI-SF) Total T-Score, PSIPD =
PSI-SF Parental Distress T-Score, PSIPCDI = PSI-SF Parent-Child Dysfunctional
Interaction T-Score, PSEDC = PSI-SF Difficult Child T-Score, ISELTot =
Interpersonal Support Evaluation List (ISEL) Total Score, ISELAp = ISEL Approval
Score, ISELBe = ISEL Belonging Score, ISELTn = ISEL Tangible Score, ISELSe =
ISEL Self-Esteem Score, OPS = O’Leary-Porter Scale, PCRISat = Parent-Child
Relationship Inventory Satisfaction with Parenting Subscale T-Score.
Different superscripts indicate that group means differ (p < .05).
**j> < .0 1 . ***j> < .0 0 1 .
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Table 7
Pearson Product-Moment Correlations Between Parent and Family Variables and
Child Behavior Problems

Group

n

CBCLInt

CBCLExt

All Groups
ISELTot

65

.10

.12

OPS

60

-.28*

-.35’*

ISELTot

22

-.07

-.16

OPS

20

-.41

-.31

ISELTot

20

-.08

.08

OPS

18

-.01

-.30

ISELTot

23

-.60”

-.53”

OPS

22

.13

Eating Disorder

Depression

Normal Comparison

.02

Note. ISELTot = Interpersonal Support Evaluation List (ISEL) Total Score, OPS =
O’Leary-Porter Scale, CBCLInt = Child Behavior Checklist (CBCL) Internalizing Raw
Score, CBCLExt = CBCL Externalizing Raw Score.
*p<.05. “ p< .01.
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DISCUSSION
One hypothesis of this study was that there would be similar levels o f parenting
stress, parental dissatisfaction, and child behavior problems in the eating disorder and
depression groups and that significantly lower levels in the normal comparison group.
Parenting stress in the two clinical groups was found to be similar and significantly
higher when compared with the normal comparison group, however a significantly
higher level o f parenting dissatisfaction and child behavior problems was found only in
the depression group.
Findings that mothers in the depression group reported their children to have
significant behavior problems supports the findings of previous studies (Baumann et al.,
1996; Cummings & Davies, 1994; McCain, 1995; Rutter, 1989). Early studies of
mothers with depression incorporated them as a clinical control group for mothers with
schizophrenia. Children o f mothers with depression were found to be at equivalent risk
for psychological disturbance (Downey & Coyne, 1990). What makes interpretation of
the data from this study more complex is that mothers in the depression group also
reported less social support and lower satisfaction with parenting than was reported in
other groups. Mothers with depression also reported more marital conflict than the
normal comparison group. These factors may have acted solely or in combination to
influence adjustment of the children o f mothers in the depression group.
A second hypothesis o f this study was that a significant difference in child
feeding difficulties and weight abnormalities would be identified in children o f mothers
with eating disorders versus children in the other groups. No group differences were
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found, therefore this hypothesis was not supported. Exploratory analyses of a select
subset of CEBI items pertaining specifically to prominent feeding difficulties (e.g.,
gagging, vomiting, fear of fatness) also failed to find group differences.
The sensitivity of the CEBI for measuring feeding difficulties o f clinical
magnitude (e.g., selectivity by type or texture, significant food refusal) is unclear. Had
resources been available, it would have improved the study to conduct brief meal
observations of children in order to gather data on parent-child interactions and food
intake, for example. Conversely, sampling a higher age range o f children, such as
adolescence, and including measures of eating disorder symptomatology, such as body
image distortion, bingeing, purging, and dietary restriction, may also be important in
testing the hypothesis regarding transmission o f eating problems from mother to child.
Though no current growth abnormalities were identified in this sample,
significantly more pregnancy and childbirth complications, such as child prematurity
and need for intensive care, were found in the eating disorder group. This finding is
noteworthy given the long range problems that may be associated with specific
prenatal, perinatal, and postnatal complications, including impaired postnatal brain
development, impairment in cognitive, sensory, and physical development, and
behavioral difficulties (Als, Duffy, & McAnulty, 1988; Franko & Walton, 1993; Hunt,
Cooper, & Tooley, 1988; Spreen et al., 1995). It would be beneficial in future studies
to gather additional information by reviewing pediatric records (e.g., growth trajectory,
rate of infection, significant colic) o f early infancy and childhood in children of mothers
with eating disorders.
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A third hypothesis o f this study, that a higher level of inadequate social support
and overt marital conflict would be associated with behavior problems in children, was
supported. This prediction was based on research documenting the relationship
between marital dissatisfaction and conflict and poor child behavior outcome (Emery &
O’Leary, 1984; Mann & MacKenzie, 1996; Poleshuck, Wildman, & Kinsman, 1996;
Porter & O’Leary, 1980; Rutter, 1989), as well as the relationship between poor social
support and child maladjustment (Cohen et al., 1985; Cohen & Wills, 1985; McCain,
1995). Using the entire sample, a greater degree o f marital conflict was found to be
associated with greater child behavior problems. For the normal comparison group,
lower levels o f social support were associated with greater child behavior problems. In
addition, when significant child behavior problems were identified, as were reported by
mothers in the depression group, a lower level o f social support than other groups and
a greater degree o f marital conflict than the normal comparison group were also found.
It was hypothesized that mothers in the depression group would report more
depressive symptoms than other groups, however mothers diagnosed with eating
disorders reported a level o f depression similar to that of the depression group. As
expected, the normal comparison group reported a significantly lower level of
depression than did the other groups. Given that mothers in the eating disorder and
depression groups reported similar levels of depression and parenting stress, it may be
interpreted that children of mothers with depression are, in fact, predisposed to
behavior problems. However, protective factors, such as socioeconomic status, social
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support, and parental satisfaction, may have buffered the effects of maternal
psychopathology in the eating disorder group (Rutter, 1989, Woodside et al., 1993).
Alternatively, it may be interpreted that maternal depression does not lead to
child behavior problems in isolation. Instead, the presence o f maternal depression in
combination with other factors, such as less advantageous economic status, marital
discord, and low social support, may lead to maladjustment in children. Inadequate, or
perception o f inadequate, social resources (e.g., unsupportive spouse, low sense o f
approval and belonging) may exacerbate the impact that depression has on both mother
and child. The combination of these variables could lead to less parent satisfaction, less
adaptive parental behavior, and behavioral difficulties in children who are exposed to
the combination of these environmental variables (Abidin, 1990b, Conger, Patterson, &
Ge, 1995; Webster-Stratton, 1988). As has been suggested in the literature, both
parent and child characteristics may interact and lead to maladjustment, therefore these
findings may be interpreted by reciprocal influence between maternal factors (e.g.,
depression, parental stress, marital discord) and child factors (e.g., behavioral difficulty)
(Dodge, 1990; Downey & Coyne, 1990; Emery, Fincham, & Cummings, 1992).
A tendency for depression-related distortions in parental report o f behavior
problems has been described and debated in the literature in recent years (Cummings &
Davies, 1994; Richters, 1992). There was no clear evidence o f biased responding
related specifically to depression in this study given that mothers in both clinical groups
reported similar levels o f depression, however did not report similar behavioral
difficulties in their children.
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It must be kept in mind that assessment in this study was done using maternal
report or perception rather than more direct assessment techniques (e.g., behavioral
observation, structured clinical interviews). Structured clinical interviewing o f mothers
and children would have been especially helpful in this study to identify all past and
present diagnoses that may have influenced findings.
Another limitation o f this study was the criteria for group membership, since
having been diagnosed with either depression or an eating disorder in the past (or
absence o f reported diagnosis in the normal comparison group) did not exclude those
whose symptoms were in remission. Even though EAT scores for the eating disorder
group and BDI scores for the eating disorder and depression groups were indicative o f
symptoms within the clinical range, it is likely that severity, duration, and intensity of
symptoms were quite variable.
This paper represents one of the first controlled efforts to study children of
mothers with eating disorders. Overall it appears that, on average, mothers with eating
disorders do not have children who evidence significant eating and behavioral
difficulties in early to late childhood. These mothers described experiencing a high rate
of pregnancy and birth complications, high parenting stress, and symptoms o f clinical
depression, however. The reason for potential resiliency o f children of these mothers is
not entirely clear, though is suspected to be related to the presence of other factors
which may buffer the deleterious effects o f depression and eating disorders. There is a
need for longitudinal research with children o f mothers diagnosed with depression
and/or eating disorders. This longitudinal research could be most useful for identifying
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risk and protective factors associated with adjustment in children and adolescents.
Environmental and family stressors during the adolescent developmental stage may be
associated with differences between groups in children’s eating and other problem
behaviors. It might be profitable for future studies in this research area to investigate
groups of mothers with eating disorders who have other risk factors (e.g., marital
conflict, low social support) in order to clarify how these psychological variables might
potentially mediate the psychological adjustment o f their children. Future research
might focus upon the social and psychological correlates of maladjustment in the
children, rather than using a group comparison approach, as used in this study.
Until then, these finding corroborate what has already been established in children of
mothers with depression and call for the necessity of early screening and intervention to
facilitate child adjustment.
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APPENDIX A
DEMOGRAPHIC QUESTIONNAIRE

Please fill out the following background information AND THE ATTACHED SE T OF
THESE QUESTIONNAIRES about yourself and the child on which you were asked
to respond between the ages o f 4 and 12 years old.

1. Your age:_______
2. Your child’s age:________ and Date o f B irth:_________________
3. Circle your child’s sex: (Circle) Male or Female
4. Your child’s weight:_____ (lbs.) and height:_____ (feet)

(inches)

***PLEASE MEASURE YOUR CHILD IF THERE IS ANY DOUBT

5. Race: Caucasian:
Other:_____

African American:______Hispanic:_____ Asian:_____

6. Your marital status:
Never Married:______Married:_____ Separated:______Divorced:_____
7. What is your relationship with your child’s father?
Currently married to him
Previously married to him, but separated or divorced now
Never married to him
8. How many children are currently living in your household?_____
List their ages______________________________
Do you perceive your child’s behavior as significantly different from your other
children at this age?
(Circle)

Yes/ No

9. Does your child have any food allergies?

No

Yes- Explain:
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10. What is the highest level o f education completed by:
Your Spouse
Less than 7th grade
Junior High School (9th grade)
Partial High School (10th-11th gd)
High School Graduate
Partial College (at least 1 year) or
specialized training
Standard college or university grad.
Graduate professional training

Yourself
Less than 7th grade
Junior High School (9th grade)
Partial High School (10th-l 1th gd)
High School Graduate
Partial College (at least 1 year) or
specialized training
Standard college or university grad.
Graduate professional training
11. What is your occupation?
Your spouse’s occupation?_

12. What is the total annual income of your household? (Combine the income o f all the
people living in your house right now)
Below $10,000
’$ 10,000 - $14,999
$ 15,000 - $19,999
$ 20,000 - $24,999
$ 25,000 - $29,999
$ 30,000 - $34,999
$ 35,000 - $39,999

.$40,000 - $44,999
$ 45,000 - $49,999
$50,000 - $54,999
$ 55,000 - $59,999
$60,000 - $69,999
$70,000 - $79,999
$ 80,000 or more

13. Did you have any problems with your pregnancy or birth o f this child?
No. I had a normal pregnancy.
Yes, my child was bom premature. (Indicate:
weeks gestation)
Yes, my child had to stay in an Intensive Care Unit (ICU) after birth
Yes, my child was bom with a major neurological insult
(example: birth asphyxia, seizures, etc.)
Yes, my child was bom with a developmental disorder
(example: Down’s syndrome, spina bifida, etc.)
Yes, my child was bom with a major chronic illness.
(example: HIV positive, syphilis, etc.)
Yes, other problems:_______________________________________
14. Indicate your height:
Before pregnancy:.

and your weight:
lbs.
After pregnancy:.
Now:_______ lbs.
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lbs.

(Circle)
15. Have YOU ever been diagnosed with depression or manic depression? Yes / No
If Yes, list the number of years that this condition has been a significant
problem since the birth o f your child: _________years

16. Have YOU ever been diagnosed with an eating disorder?
If so, indicate if:

Anorexia N ervosa

(Circle)
Yes / No

Bulimia Nervosa

Binge Eating
Disorder
If Yes, list the number o f years that this condition has been a significant problem
since the birth o f your child: ________ years
17. Have YOU ever been diagnosed with any other psychological disorder? (Circle)
Y es/N o
If yes, please explain_______________________________________________
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APPENDIX B
CHILDREN’S EATING BEHAVIOR INVENTORY (CEBI)
Directions: Please answer ALL o f the questions even if some do not seem to apply to
your child or are hard to answer. For each answer you will need to do TWO things:
1) Rate how often the behavior happens - circle ONE:
1
2
3
4
NEVER
SELDOM
SOMETIMES
OFTEN

5
ALWAYS

2) Tell whether the behavior is a problem for you - circle ONE:
YES
NO
HERE’S AN EXAMPLE: TRY IT!
1.
My child tries new foods
How often does this happen?
1
2
3
NEVER
SELDOM
SOMETIMES
2.

Is this a problem for you?
YES

4
OFTEN

5
ALWAYS

NO

HOW OFTEN DOES THIS HAPPEN?
NEVER
1

SELDOM
2

SOMETIMES
3

OFTEN
4

ALWAYS
5

Is this a problem
for you?
1. My child chews
food as expected
for his/her age

1

YES/ NO

2. My child helps
to set the table

1

YES/NO

3. My child watches
TV at meals

1

YES/ NO

4 . 1 feed my child if
he/she doesn’t eat

1

Y ES/NO
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HOW OFTEN DOES THIS HAPPEN?
NEVER
1

SELDOM
2

SOMETIMES
3

OFTEN
4

ALWAYS
5

Is this a problem
for you?
5. My child takes
1
more than half an
hour to eat his/her meals

2

3

4

5

YES/NO

6. Relatives
complain about my
child’s eating

1

2

3

4

5

YES/NO

7. My child enjoys
eating

1

2

3

4

5

YES/ NO

8. My child asks for
food which he/she
shouldn’t have

1

2

3

4

5

YES/NO

9. My child feeds him/1
herself as expected
for his/her age

2

3

4

5

YES/ NO

10. My child gags
at mealtimes

1

2

3

4

5

YES/NO

11.1 feel confident
1
my child eats enough

2

3

4

5

YES/ NO

12.1 find our
meals stressful

1

2

3

4

5

YES/NO

13. My child vomits
at mealtime

1

2

3

4

5

YES/NO

14. My child takes
food between meals
without asking

1

2

3

4

5

YES/NO

78

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

HOW OFTEN DOES THIS HAPPEN?
NEVER
1

SELDOM
2

SOMETIMES
3

OFTEN
4

ALWAYS
5

Is this a problem
for you?
15. My child comes
to the table 1 or 2
minutes after I call

1

2

3

4

5

YES/ NO

16. My child
chokes at mealtimes

1

2

3

4

5

YES/NO

17. My child
eats quickly

1

2

3

4

5

YES/NO

18. My child
makes food for
him/her self when
not allowed

1

2

3

4

5

YES/NO

19.1 get upset when
my child doesn’t eat

1

2

3

4

5

YES/ NO

20. At home my
child eats foods
he/she shouldn’t have

1

2

3

4

5

YES/ NO

21. My child eats
1
foods that taste different

2

3

4

5

YES/NO

2 2 .1 let my child
1
have snacks between
meals if he/she doesn’t
eat at meals

2

3

4

5

YES/NO

23. My child uses
cutlery as expected
for his/her age

2

3

4

5

YES/NO

1
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HOW OFTEN DOES THIS HAPPEN?
NEVER
1

SELDOM
2

SOM ETIM ES
3

OFTEN
4

ALWAYS
5

24. At friends’
1
homes my child eats
food he/she shouldn’t eat

2

3

4

Is this a problem
for you?
5
YES/NO

25. My child asks
1
for food between meals

2

3

4

5

YES/NO

2 6 .1 get upset
when I think
about our meals

1

2

3

4

5

YES/NO

27. My child eats
chunky foods

1

2

3

4

5

YES/NO

28. My child lets
food sit in his/her
mouth

1

2

3

4

5

YES/NO

4

5

YES/NO

29. At dinner I let
1
my child choose
the foods he/she wants
from what is served

2

3

IF YOU ARE A SINGLE PARENT. SKIP TO NUMBER 34
30. My cluld’s
behavior at meals
upsets my spouse

1

YES/NO

31.1 agree with my 1
spouse about how
much our cluld should eat

YES/NO

32. My chad
1
interrupts conversations
with my spouse at meals

YES/NO
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HOW OFTEN DOES THIS HAPPEN?
NEVER
1

SELDOM
2

SOMETIMES
3

OFTEN
4

ALWAYS
5

3 3 .1 get upset with
my spouse at meals

1

Is this a problem
for you?
5
YES/NO

34. My child eats
when upset

1

YES/NO

35. My child says
he/she is hungry

YES/NO

36. My child says
1
she/he’ll get fat
if she/he eats too much

YES/NO

37. My child helps
to clear the table

1

YES/NO

38. My child hides
food

1

YES/NO

39. My child brings 1
2
3
4
5
toys or books to
the table
IF YOU HAVE ONLY ONE CHILD. SKIP NUMBER 40.

YES/NO

40. My child’s
1
behavior at meals
upsets our other children

YES/NO

PLEASE CHECK TO SEE THAT YOU HAVE ANSWERED ALL THE ITEMS.
HAVE YOU CIRCLED A YES OR NO FOR EACH ITEM? THANK YOU.
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APPENDIX C
INTERPERSONAL SUPPORT EVALUATION LIST (ISEL)

Instructions: Below are a list of statements of which may or may not be true for
you. For each statement circle “Definitely True’ if you are sure it is true about
you and 2 for “Probably True” if you think it is true but are not absolutely
certain. Similarly, you should circle 4 for “Definitely False” if you are sure the
statement is false and 3 for “Probably False” if you think it is false but are not
absolutely certain.
I_________________ 2______________ 3_______________ 4
Definitely
Probably
Probably
Definitely
True
True
False
False
Definitely
True

Definitely
False

Probably
True

Probably
False

1. There are several people that I trust to
help solve my problems................................. 1

2

3

4

2. If I needed help fixing an appliance or
repairing my car, there is someone
who would help me........................................ 1

2

3

4

3. Most o f my friends are more interesting
than I am........................................................ 1

2

3

4

4. There is someone who takes pride in
my accomplishments...................................... 1

2

3

4

5. When I feel lonely, there are several people
I can talk to.................................................... 1

2

3

4

6. There is no one that I feel comfortable
talking to about intimate personal problems.. 1

2

3

4

7. I often meet or talk with family or friends. 1

2

3

4

8. Most people I know think highly o f me... 1

2

3

4
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Definitely
True

Probably
True

Probably
False

9. If I needed a ride to the airport very early
in the morning, I would have a hard time
finding someone to take me............................. 1
1 0 .1 feel like I'm not always included
by my circle o f friends.................................... 1
11. There really is no one who can give me
an objective view of how I'm handling
my problems................................................... 1
12. There are several different people I
enjoy spending time with.................................. 1
13.1 think that my friends feel that I'm not very
good at helping them solve their problems... 1
14. If I were sick and needed someone
(friend, family member, or acquaintance) to
take me to the doctor, I would have trouble
finding someone................................................1
15. If I wanted to go on a trip for a day (e.g.,
to the beach or country), I would have a hard
time finding someone to go with me.............. 1
16. If I needed a place to stay for a week because
o f an emergency (for example, water or electricity
out in my apartment or house), I could easily
find someone who would put me up............. 1
1 7 .1 feel that there is no one I can share my
most private worries and fears with............... 1
18. If I were sick, I could easily find someone
to help me with my daily chores.................... 1
19. There is someone I can turn to for advice
about handling problems with my family
1
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Definitely
False

Definitely
True

Probably
True

Probably
False

Definitely
False

2 0 .1 am as good at doing things as most other
people are...................................................... 1

2

3

4

21. If I decided one afternoon that I would
like to go to a movie that evening, I could
easily find someone to go with me................1

2

■
*>
J

4

22. When I need suggestions on how to deal
with a personal problem, I know someone
I can turn to .................................................... 1

2

3

4

23. If I needed an emergency loan of $100,
there is someone (friend, relative, or
acquaintance) I could get it from.................. 1

2

*j■>

4

24. In general, people do not have much
confidence in me............................................ 1

2

->
j

4

25. Most people I know do not enjoy the
same things that I do...................................... 1

2

3

4

26. There is someone I could turn to for
advice about making career plans or about
changing my job............................................. 1

2

3

4

27.1 don't often get invited to do things
with others..................................................... 1

2

3

4

28. Most o f my friends are more successful at
making changes in their lives than I a m ...... 1

2

*■>
J

4

29. If I had to go out o f town for a few weeks,
it would be difficult to find someone who
would look after my house or apartment
(the plants, pets, garden, etc.)...................... 1

2

3

4

30. There is really no one I can trust to give
me good financial advice............................... 1

2

3

4

31. If I wanted to have lunch with someone,
I could easily find someone to join m e......... 1

2

3

4
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Definitely
True
3 2 .1 am more satisfied with my life than
most people are with theirs..........................

Probably
True

Probably
False

Definitely
False

1

2

3

4

33. If I was stranded 10 miles from home,
there is someone I could call who would
come and get me........................................... 1

2

3

4

34. No one I know would throw a birthday
party for me................................................... 1

2

J

4

35. It would be difficult to find someone who
would lend me their car for a few hours........1

2

3

4

36. If a family crisis arose, it would be difficult
to find someone who could give me good
advice about how to handle it........................1

2

J

4

3 7 .1 am closer to my friends than most
other people are to theirs.............................. 1

2

J

4

38. There is at least one person I know
whose advice I really trust............................. 1

2

3

4

39. If I needed some help in moving to a new
house or apartment, I would have a hard time
finding someone to help me.......................... 1

2

3

4

4 0 .1 have a hard time keeping pace with
my friends....................................................... 1

2

3

4

85

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

APPENDIX D
EATING ATTITUDES TEST-26 (EAT-26)
Gamer, Olmsted, Bohr, & Garfinkel
“EAT-26”
Directions: Please circle the response which best applies FOR YOU (Not Your
Child) on each o f the numbered statements. Please answer each question carefully.
V
E
R
Y
A
L
W
A
Y
S

0
F
T
E
N

0
F
T
E
N

S
0
M
E
T
I
M
E
S

0

1

2

3

4

5

1. Am terrified about being overweight

0

1

2

3

4

5

2. Avoid eating when I am hungry.

0

1

2

3

4

5

3. Find myself preoccupied with food.

0

1

2

3

4

5

4. Have gone on eating binges where I
feel that I may not be able to stop.

0

1

2

3

4

5

5. Cut my food into small pieces.

0

1

2

3

4

5

6. Aware o f the calorie content of the
foods that I eat.

0

1

2

3

4

5

7. Particularly avoid foods with high
carbohydrate content.

0

1

2

3

4

5

8. Feel that others would prefer if I ate
more.

0

1

2

3

4

5

9. Vomit after I have eaten.

0

1

2

3

4

5

10.1 feel extremely guilty after eating.

R
A
R
E
L
Y

N
E
V
E
R
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V
E
R
Y

s

O
F
T
E
N

0
F
T
E
N

S
0
M
E
T
I
M
E
S

0

1

2

3

4

5

11. Am preoccupied with a desire to be
thinner.

1

2

3

4

5

12. Think about burning up calories when
I exercise.

0

1

2

3

4

5

13. Other people think that I am too thin.

0

1

2

3

4

5

14. Am preoccupied with the thought of
having fat on my body.

0

1

2

3

4

5

15. Take longer than others to eat meals.

0

1

2

3

4

5

16. Avoid foods with sugar in them.

0

1

2

3

4

5

17. Eat diet foods.

0

1

2

3

4

5

18. Feel that food controls my life.

0

1

2

3

4

5

19. Display self-control around food.

0

1

2

3

4

5

20. Feel that others pressure me to eat.

0

1

2

3

4

5

21. Give too much time and thought to
food.

1

2

3

4

5

22. Feel uncomfortable after eating
sweets.

0

1

2

3

4

5

23. Engage in dieting behavior.

0

1

2

3

4

5

24. Like my stomach to be empty.

R
A
R
E
L
Y

N
E
V
E
R
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v

►
<> ^ r >

E
R
Y
0
F
T
E
N

0
F
T
E
N

S
0
M
E
T
1
M
E
S

R
A
R
E
L
Y

N
E
V
E
R
25. Enjoy trying new rich foods.

1

26. Have the impulse to vomit after
meals.
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APPENDIX E
O’LEARY-PORTER SCALE (OPS)
Please answer all of the following questions to the best of vaur ability.
The questions refer to your sen/daughter, _________________ , only.
1.

It is difficult in these days of tight budgets to confine financiai
discussions to specific tines ar.d'places. How often wculd you say you
and ycur spouse argue over racney matters in front of this child7
Sever ____

2.

Very Ofeen _ _ _

Rarely ____

Occasionally ____

Often

Very Often_

Rarely

Occasionally

Often

Very Often _____

Rarely ____

Occasionally _____

Often _____

VeryOften_____

Rarely ____

Occasionally ____

Often

VeryOften__ _______

Rarely

Occasionally

Often

VeryOften__ _______

Rarely ____

Occasionally

Often

Very Often ____

How often do you and/or your spouse display verbal hostility in front of
this child?
Never ____

10.

Often

To varying degrees, we all experience almost irresistible ispusles in
tines of great stress. How often is there physical expression of hostility
between you and your spouse in front of this child?
Never

9.

Occasionally

In every normal marriage there are agruments. What percentage of the argu
ments between you and your spouse would you say take place in front of
this child?
Never ____

8.

Rarely

How often do you complain to your spouse about his/her personal habits in
front of this child?
Never ____

7.

Often_

How often does your spouse coco lain to you about your personal habit (drinking,
nagging, sloppiness, etc.) in front of this child?
Never ____

6.

Very

How often has this child heard you and your spouse argue about the wife's
role in the family? (Housewife, working wife, etc) .
Never ____

5.

Often

Husbands and wives often disagree on the subject of discipline. How
often do you and your spouse argue over disciplinary problems in this
child's presence?
Never ____

4-

Ccsasionally ____

Children often go to one parent for money or permission to do something
after having been refused by the other parent. How often would you say
this child approaches you or your spouse in this Banner with rewarding
results?
Never

2.

Rarely ____

Rarely____

Occasionally _ _ _ O f t e n

Very Often

__

How often do you and your spouse display affection for eachother in front
of this child?
Never

Rarely____

Occasionally

Often

Very Often _ _
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APPENDIX F
COVER LETTER FOR CONTACT OF POTENTIAL
PARTICIPANTS FROM PSC DATABASE

Dear

In a previous research project, you indicated that you would be interested in
participating in other research projects. Based on the information you provided, you
qualify to be part o f this research project. Your participation would be o f great value
in this project. You will find another form enclosed which you should complete if you
are interested in taking part in this study. If you sign this form, it will not commit you
to participate in this study, but allow you to be contacted by a member o f the research
team to learn more about this study. Please complete that form and return it in the
postage paid envelope which is provided. Thank you for taking time to consider
becoming part o f this important project.

Sincerely,

Donald Williamson, Ph.D.
PSC Staff
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APPENDIX G
CONSENT TO BE CONTACTED ABOUT STUDY PARTICIPATION
AND RELEASE OF INFORMATION
A new study in the LSU Psychology Department is being conducted and will
involve the administration of psychological questionnaires for children o f mothers with
eating disorders or depression. The study involves completing a set o f questionnaires
on only one occasion about yourself and one or two o f your children (or your only
child) between the ages of 4 and 12. The study materials will be mailed to you and a
postage paid envelope for returning them will be enclosed. In return for your
participation, you will earn $10 and receive individual results about the psychological
evaluation o f your child. If you would like more information about this study you must
complete the information below. Completing this information does not commit you to
participate, but allows someone from the research team to call you about the study.
I , ________________________________ , agree to be contacted to get more
(PLEASE PRINT NAME)
information on this study. I agree to allow the study investigators access to my
name, address, phone number, num ber of children I have between the ages of 4
and 12, to know th a t I have participated in therapy in the past, and to allow my
therapist to release my diagnoses to the investigators so that th e study
investigators can determine my suitability to participate.
Signed:_____________________________________________________________ ____
DATE
Witness:_____________________________________________________________ _
**If referred by a therapist, the therapist should sign as a witness
DATE
M y address is:____________________________________________

M y phone # is:(

)_______________________________

List the num ber of your children between 4 a n d 12 years old:
Please list th eir ages: ____ , _____ , _____ , _____ , _____ ,
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APPENDIX H
COVER LETTER FOR STUDY MATERIALS
INSTRUCTIONS

To:
From: Jane Barbin, M.S.,
LSU Psychology Department
(504) 388-1494
Thank you for agreeing to participate in this important study. Please complete all o f
the questionnaires that are attached without leaving any items blank. Just give your
best answer if you are unsure o f a response instead of leaving the item blank. Some of
the questionnaires will ask about yourself and others will ask about one of your
children (or your only child) between the ages o f 4 and 12. After you complete these
questionnaires, please mail them back (INCLUDING THIS FORM) in the stamped,
addressed envelope that is also enclosed. When I receive your complete packet, I will
send you $10 for participating and written results on your child.
In order to get valuable information in a study, it is sometimes necessary to select
subjects at random so that you do not have only children with the most or least
problems, for example. Since this is a very important thing to consider when doing
research, you are asked to complete the initial packet of questionnaires concerning YOUR CHILD W HO IS: _________________ YEARS OLD.

****When you have completed the first set o f questionnaires, you will be asked to
complete two more questionnaires on your M OST PROBLEMATIC CHILD
between 4 and 12 years old. If the child selected above is the most problematic child in
this age range or the only child, then STOP after the first set. Place a check next to
the child on which you want results:
CHILD SELECTED ABOVE

MOST PROBLEMATIC CHILD**
** This child is
years old
and M a le/ Female (circle)
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APPENDIX I
CONSENT FORM
LOUISIANA STATE UNIVERSITY - BATON ROUGE
1. Study Title: Behavioral Problems in Children Reared by Mothers with Eating
Disorders
2. Performance Sites: Louisiana State University, Pennington Biomedical Research
Center, or participants complete study independently in own environment
3. Investigators: The following investigators are available for questions at the phone
numbers indicated below.
Donald A Williamson, Ph.D.

(504) 388-1494

Jane M. Barbin, M.S.

(504) 388-1494 or (504) 267-4558
nights and weekends
4. Purpose o f the Studv: This is a research project to evaluate the psychological
adjustment o f children reared by parents with a history o f depression or eating
disorders.
5. Subject Inclusion: The study includes mothers of a child between 4 and 12 years
old who have either not been diagnosed with a psychological disorder or have been
diagnosed with an eating disorder or depression in the past or present.
6. Subject Exclusion: Mothers who do not wish to be contacted after being invited to
participate; mothers who do not have a child between the ages o f 4 and 12; mothers
in the control group who have been diagnosed with a psychological disorder.
7. Description o f Studv: Seventy-five participants will be asked to complete
questionnaires on one occasion. Study materials will either be mailed, handdelivered, or the participant will complete them at the research site. The
questionnaires contain very personal, sensitive questions pertaining to parenting
stress/satisfaction, marital difficulty, depression, eating difficulties, mother’s social
support, their child’s behavior, and their child’s eating problems. The time to
complete the entire packet of questionnaires is estimated to be approximately 90
minutes. The participants will be provided with $10 and individual feedback in
exchange for their participation once returning the completed packet. Reminder
notices will be sent at one and three weeks after the initial study materials were
provided to the participant.
8. Benefits of the Studv: Mothers will benefit directly by earning $10.00 for
completing the entire packet of information and obtaining feedback from the
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investigator in regards to potential parent or child problem areas. Appropriate
referrals will be provided as necessary. The study may benefit others by clarifying
problem areas o f children reared by mothers with eating disorders. Awareness
among health care professionals can be increased and then prevention and treatment
can improve.
9. Risks: The only risk for participating in this study is that participants may
experience emotional discomfort from reading the questionnaires.
10. Alternatives: This study does not evaluate treatment, therefore there are no
alternatives other than to not participate in the study, which is an option for all
participants.
11. Removal: There are no criteria for removal from the study other than failure to
sign this informed consent and consent for release o f psychological diagnosis for all
participants previously diagnosed with depression or an eating disorder.
12. Right to Refuse: Participants may choose NOT to participate or withdraw from the
study at any time with no penalty.
13. Privacy: The results of this study may be published or presented at scholarly
meetings, though identifying information will not be published or presented. The
privacy o f all participants will be protected since only the primary investigators will
have access to identifying information. Consent forms containing your name will be
separated from the rest of the data, which will then be coded to ensure that your
identity remains anonymous.
14. Release o f Information: The records of participants will be reviewed by
investigators, but subject identity will not be disclosed.
15. Financial Information: There will be no cost to the subjects to participate in this
study, but you will receive $10 for participating in the study.

Signatures:

This study has been discussed with me and all my questions have been answered.
I understand that additional questions regarding the study should be directed to
investigators listed above. I understand that if I have any questions about
subject rights, or other concerns, I can contact the Vice Chancellor of the LSU
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Office of Research and Economic Development at 388-5833. I agree with the
terms above and acknowledge I have been given a copy of the consent form:
Signature o f Subject Volunteer

Date

Witness

Date

Investigators)

Date
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APPENDIX J
CONSENT FORM
JOHNS HOPKINS MEDICAL INSTITUTIONS
Ctnm C (X m W M l

CLINICAL INVESTIGATION CONSENT FORM

The Johns Hopkins Medical Institutions
(The Johns Hopkins Hospital
The Johns Hopkins Bayview Medical Center, etc.)
-nfcrfftoiu'fcPnm
BEHAVIORAL PROBLEMS OF CHILDREN
REARED BY MOTHERS WITH EATINC DISORDERS

b^AAtm

PitfentLD. Hat*

R a o wh P i t j t f a S ^ j c t

PURPOSE O F STUDY: This is a research project to evaluate the psychological adjustment o f
children reared by mothers with a history o f depression or eating disorders. The study includes
mothers with a history o f eating disorders or depression who have at least one child between 4
and 12 years old. Based on these criteria, you are being asked to join (his study by indicating your
consent on this form.
PROCEDURES: If you agree to join this study, you will be asked to complete questionnaires on
one occasion about one or more o f your children. Questionnaires will either be mailed or handdelivered to you. The time to complete the entire packet o f questionnaires is estimated to be
approximately 90 minutes. You will be provided with S 10 and individual feedback in exchange
for your participation upon returning the completed packet. If you agree to participate and do not
return the materials, you will receive a reminder notice or call three weeks after the initial study
materials were provided to you. All the information which you provide will remain confidential.
RISKS/DISCOMFORTS: There are no risks associated with this study.
BENEFITS: Participants who complete the study will benefit directly by (I) earning S10.00 in
cash for completing the entire packet o f information and (2) obtaining a psychological report from
the investigator in regards to potential parent or child problem areas. Appropriate referrals will be
provided as necessary.
ALTERNATIVES TO PARTICIPATION: Participation is voluntary and you may refuse to
participate.

THIS CONSENT FORM CONTINUES ON THE REVERSE SIDE
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Date
T itle
PI

R PN NO:

QUESTIONS YOU M AY HAVE ABOUT T H E RESEARCH STUDY:
Tliii consent foctn explains the research study. Please read it carefully. Ask questions about anything you do not understand.
If you do not have questions stow, you may ask later. During the study, you will be told any new facts that could affect whether
you want to sa y in the study. If the study relates to a health problem you have, we will explain what other treatment could be
given outside the research. You should understand those options before you sign (his form. If you have questions you should call
the principal investigator A a tte la C u a r d a . HD o r J a n e B a r b in . at 4 1 0 -5 0 2 -9 3 0 1
riUVACY INFORM ATION:
We will keep the study information private to the extent passible by law. However. State law requires us to report certain
contagious diseases o r if we (tnd information about child abuse. Also, under certain conditions, people responsible for malang sure
that the research is done properly may review your study records. This might include people from lo tu s Hopkins, (he National
Institutes of Health, the Food and Drug Administration, or the sponsoring company (if any). All o f these people are also required
to keep your identity confidential. Otherwise, the information that identities you will not be given our to people who are not
working on the study, unless you give permission.
IF YOU ARE H U RT BY BEINC IN TH E STUDY:
If you think you have been hurt by being in the study, or not treated fairly, you should call the ioint Committee on Clinical
Investigation at (410)955-3008. or the Johns Hopkins Bayview Medical Center Institutional Review Board for Human Research
(410) 550-1853 to receive help or advice, including help finding medical care if needed.
The Johns Hopkins University. The Johns Hopkins Hospital, the Johns Hopkins Bayview Medical Center._________________
___________________________ . and the Federal government do nor have any program to pay you if you are hurt or have other bad
efTects which are not die (hull o f the study doctors.
JOINING OF YOUR OW N FREE WILL (Volunteering for the study):
You do not lav e to join this or any research study. If you do join, and later change your mind, you may quit at any time. All
normal treauncnt options will still be available to you.
WHAT YOUR SICNATURE MEANS:
Your signature below means that you understand the information given to you about the study and in this consent form. If you
sign the form it means that you agree to join the study.
WE WILL GIVE YOU A COPY OK THIS CONSENT FORM.

NOT VALID WITHOUT THE COMMITTEE
OR IRQ STAMP O F CERTIFICATION
ntnmillee (

V O ID O N E
R PN N O .

rKBOVE OATE

9 8 -0 1 -2 7 -0 2
r o x u C I m i M I IWTt

NOTE:

A COPY O F TH E SICNED CONSENT FORM MUST HE KEPT BY THE PRINCIPAL INVESTIGATOR AND A
COPY O F T IIE CONSENT FORM MUST BE PLACF.l) IN THE PATIENTS .MEDICAL RECORD
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VITA
Jane Barbin, bom on May 13, 1968 in Metairie, Louisiana, attended
Archbishop Chapelle High School in Metairie. Following high school, Jane entered
Louisiana State University and graduated with Honors in Psychology in May, 1990.
She then received a master of science degree in Psychology from the University of
South Alabama in Mobile, Alabama, in June, 1992. Jane returned to Louisiana State
University to complete her doctoral studies in the Clinical Psychology program in
August, 1993, and completed pre-doctoral internship training at the Kennedy Krieger
Institute and Johns Hopkins University School o f Medicine in July, 1998. The degree
o f Doctor of Philosophy will be conferred in December, 1998.
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